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MMCD Policy Letter 98-06

TO: PI County Organized Health System

PI Geographic Managed Care Plans

[X] Prepaid Health Plans

[X] Primary Care Case Management

SUBJECT: NEWBORN AND PRENATAL GENETIC SCREENING SERVICES

BACKGROUNDA

State law requires that all women seen for prenatal care prior to 20 weeks gestation be
offered prenatal blood testing in the Department of Health Services’ (DHS)  expanded
alpha-fetoprotein (AFP) program and that all newborns be screened for certain treatable
heritable disorders. DHS’ Genetic Disease Branch administers the newborn and prenatal
screening programs. Initial newborn and prenatal genetic screening laboratory services are
provided through a network of state-approved laboratories supported by area genetics centers.

GOAL

To assure that pregnant women and newborns are provided timely and effective
genetic disease prevention, early detection and diagnosis, treatment and education and
counselling  services.

POLICY

I. Newborn Screening

,-
I

State law [California Code of Regulations (CCR), Title 22, Sections 51348.1, 51529
(d) and CCR, Title 17, Sections 6500 through 65101  requires all newborns to be
screened for a series of treatable heritable disorders (PKU, galactosemia,
hypothyroidism, sickle cell disease, and related hemoglobinopathies) prior to discharge
from the hospital of birth. Plans are responsible for implementing procedures to
ensure that perinatal care providers appropriately obtain the required blood specimens
from all newborns, using DHS approved specimen collection forms. Specimens must



A MMCD Policy Letter 98-06
Page 2
March 20, 1998

be submitted to DHS approved laboratories only (see Attachment 1). Follow-up tests
requested by the Newborn Screening (NBS) program are also done by these DHS
approved laboratories. The fee currently charged by DHS for initial and necessary
follow-up tests is $42, as set by regulation (CCR, Title 17, Section 6508) and is
charged to the hospital of birth. For out of hospital births, the attending physician or
midwife is billed. Plans are capitated  for these charges and are responsible for
reimbursement arrangements with affected network perinatal service providers, since
these providers are no longer able to separately bill Medi-Cal fee-for-service (FFS) for
reimbursement.

The area genetics center notifies the infant’s primary care physician (PCP)  of record
of an initial presumptive positive test result and of the results of follow-up tests.
Newborns with confirmed positive tests are California Children Services (CCS)
eligible and the plan should assure that these infants are referred to the appropriate
county CCS office. The plan remains responsible for the provision of all non-CCS
related medical services for the member and for coordination of care with the CCS

1-7 program.

II. Prenatal Screening

State law requires that all women seen for prenatal care prior to 20 weeks gestation be
offered screening blood tests for the detection of individuals at increased risk for
carrying a fetus with certain heritable and congenital disorders. The prenatal care
provider should offer screening tests to the pregnant member at the first prenatal visit.
Testing occurs through DHS’ Expanded AFP Program (CCR, Title 17, Sections 6521
through 6532),  which currently offers triple marker screening. Triple marker screening
tests the woman’s serum for AFP, unconjugated estriol (UE) and human chorionic
gonadotrophin (HCG). The risk for open neural tube defects, abdominal wall defects,
trisomy 21 (Down Syndrome) and trisomy 18 are estimated based on the woman’s age
and serum values. Only laboratories designated by DHS may be used for this test. A
member’s participation in the Expanded AFP Program is voluntary. The members
consent or refusal to participate must be documented.

A regional Expanded AFP coordinator will call the prenatal care provider if the test
result is screen positive. For women with positive tests who are at high risk of a birth
defect, the Expanded AFP Program provides follow-up diagnostic services. These
services are offered through State-approved Prenatal Diagnosis Centers (PDC) (see
Attachment 2) and include genetic counseling, amniocentesis, and amniotic fluid
analysis including karyotype.

Triple marker testing and necessary follow-up services are “carved-out” of plan’s
contracts and must be billed FFS. Plans must assure that their perinatal providers
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understand how to participate in and access this system for members, in accordance
with regulations. Prenatal care providers should be directed to enter the patients’
Medi-Cal number on the test request form provided by the State in the billing
information space. The Expanded AFP Program will then bill Medi-Cal directly.
Except for the services provided under the Expanded AFP Program, plans remain
responsible for the provision of all necessary medical services for the pregnant
member, including any amniocentesis believed by plan providers to be medically
necessary, regardless of the results of the Expanded AFP tests. Some women over age
35 may decide not to use the Expanded AFP Program and opt instead to request a
diagnostic amniocentesis. The plan is responsible for authorizing and providing this
procedure.

III. Member Education

The plan must implement procedures which assure that pregnant members are
informed that newborns must be screened for certain treatable hereditary disorders.
State law (CCR, Title 17, Section 6504) requires that all perinatal care providers
provide pregnant women with a copy of DHS’ document titled “Important Information
for Parents,” which contains information concerning newborn screening.

The Expanded AFP Program has developed patient education booklets for women
under 35 years of age at term and for women 35 years of age and older at term.
These booklets are to be given at the first prenatal visit to all pregnant women who
are seen before the 20th gestational week in order to help them choose whether or not
to voluntarily  participate in the Expanded AFP Program; to select a diagnostic test or
to forego both options. A member must be informed that her participation in the
program is ~;oluntary and her decision to participate or not to participate must be
documented. Plan perinatal providers must coordinate their services with the
follow-up services provided by the Expanded AFP Program.

Translated materials, in the appropriate threshold and concentration standard
languages, should be available to plan members. If the mnterials are unavailable in
the member’s language, the information should be read to the member.

IV. Provider Training

.

Plans must ensure that network providers delivering perinatal and/or pediatric services
and relevant support staff are knowledgeable regarding the requirements of the
Newborn Screening Program and the Expanded AFP Program. Network providers are
required to follow all State laws governing the provision of newborn screening and
expanded AFP services, including complying with all mandated genetic disorder
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reporting requirements. A copy of the most current CCR sections governing these
services, including reporting requirements, is enclosed with this policy letter
(see Attachment 3).

DISCUSSION

DHS’ Genetic Disease Branch administers several other programs, in addition to the
Newborn Screening Program and Expanded AFP Programs. These include, but are not
limited to, the Tay-Sachs Disease Prevention Program and the Maternal PKU Program. In
addition, the State Genetic Disease Laboratory provides, at no charge, phenylalanine blood
tests to monitor the medically required low phenylalanine diet for treatment of PKU. Plans
are encouraged to educate network providers regarding the services and materials available
through DHS’ Genetic Disease Branch.

If there are any questions regarding this policy letter, please contact your contract
manager.

Ann-Louise Kuhns, Chief
Medi-Cal Managed Care Division

Enclosures
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Newborn
Screening
Panel

All newborns must be screened for preventable forms of mental
retardation under regulations issued by the Department of Health
Services (17, CCR, 6500). The Department of Health Services,
Genetic Disease Branch, has contracted with six clinical laboratories
to perform the required tests on Medi-Cal recipients. The designated
screening panel consists of the following laboratory tests:

1. Radioimmune assay for T4
2. Radioimmune assay for TSH
3. Qualitative fluoromsrric blood phenylalanine
4. Galactose - l- uridyltransferase
5. Microbial inhibition assay for blood galactose

The laboratories listed below perform these tests and are reimbursed
under contract by the Genetic Disease Branch.

The designated testing laboratories are:

Western Clinical Laboratory American Clinical Laboratory
408 Sunrise Avenue 10477 - C Roselle Street
Roseville, CA 95678 San Diego, CA 92121

Allied Medical Laboratory
20392 Town Center Lane
Cupertino, CA 95014

Reference Laboratory
1011 Ranch0 Conejo Blvd.
Newbury Park, CA 91320

Fresno Community Hospital
and Medical Center

Fresno and ‘R’  Streets
Fresno, CA 93715

Memorial Hosp. of Long Beach
2801 Atlantic Avenue
Long Beach, CA 90806
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Prenatal Diagnosis Centers and Satellite Locdtions  7

Southern California

Genesis Laboratories
Kedlands

i9091335-5610

Genetics Center
- Orange

b

‘71-I)  66;-08;ti

I i i  IllC’  \::\<,l?n  \ lri,l,  B,ih,~-.:,!~!rl

Northern California

Alta Bates Perinatal Center
Oakland
IS101  201-5359

California Pacific Medical Center
San Francisco
141j1  7.>0-6100

Gretwb~<w  Sm’rrt  R<w

East Bay Perinatal/Children’s
Hospitial
Oakland
510  653-3115

\\dipllr  ( -1t4 id? R.imr~~l

LA County/USC Medical Center
Los  i\ngrles

Genzyme Genetics
~108l885-792S

Prenatal Diagnosis of Northern
California
Sacramento
191  (,I  ,34-6868

~tuchh~n  Fcuri,dil.  \l~icir:,fri

Prenatal Diagnosis Center of
Southern California
HeLeri\ Hill;

3  l(lI  6;,-SRH4

Sharp/Children’s Prenatal
Diagnosis Center
San Diego
~hic)i ;‘4-6860

.

U.C. Irvine
Orange

‘7141  456.5,80

>,lrlld  +na

U.C. San Diego
La Jolla
16191  ~97-2600

El Centw

Stanford University
Stdniorcl
141  ii  723-jlcJ8

\l~lurlt,~ln  \ I?\,

Sutter Prenatal Diagnosis Center
Sacramento
1916, ;.33-1900

U.C. Davis
Sacramento
1916)  ;34-6124

C~rmlchael.  DWZ.  Recldlng

U.C. San Francisco
San Francisco
8-l  1 5 1 4~6-4080

(-ilr:c  \IddLW  >‘lP:‘l  KrK.1

Valley Children’s Hospital
Fresno
2091 Z-II-fIGi<
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Appendix

A

Expanded AFP Coordinator Offices

Northern California

San Francisco
(415)476-1692
Fax (415) 502-0867

Sacramento
(916) 734-6575
Fax (9 16) 734-6025

Oakland
(510)428-3769
Fax (510) 450-5874

Palo Alto
(415) 723-6894
FX (415) 725-2878

Fresno
(209) 225-5108
Fax (209) 225-8561

Kaiser Permanente
(510)  536-6190
Fax (510)  596-6800

Southern California

Los Angeles
(310)855-2154
Fax (2 13) 653-9655

Los Angeles
(2:3)  221-5606
Fax (2 13) 224-0340

Los Angeles (Torrance)
(310) 212-0816
Fax (310) 782-7704

Los Angeles, Ventura,
Santa Barbara
(310) 206-8211
Fax (310) 794-1230

Orange
(714) 456-5994
Fax(?14)456-7817

Riverside/San Bernardino
(909)890-3123
Fax (909) 890-3  120

San Diego
(619)822-1280
Fax (619) 822-1284

Kaic~  “ermanente
(626) 5643322
Fax(626)  564-3311

An Expanded AFP  coordinator office phone number is lisred  on all result mailers.

Call (5 10) 540-Z  j%  for questions.
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mendment  of subsecuon  (b)(3)  filed 4-I  5-N ds an  cmereenq:  cffecclvz
upon fdmg (Regater 80. No. 16). A Ceticate  of Comphnce  must be tram-
mmed  lo OAH within 120 days or emergency languape  will be repeakd  on
R-14-80.

2. GxIifiiate of Compliance tramnutted IO  0.4L  7-29-80 and filed  8-X-80
(Register 80. No. 34).

3. Amendment of suhscction  (a), new subsections  (a)( l)-(3),  and amendment of
~bsehm (b)(3)  and Norrfikd 3-29-96: opzrat~ve  4-28-96  (Reg1sler96.  No.
13).

4. E3ltod  co”-ectio”  of subsec~lal  (b)(3) (Register  97, No. 12).
5 lZmendmenr  of subsection (b)(3) and Nonztiled  E-22-97 as an emeeency;  op-

erative 5-22-97 (Register 97, No. 21). A Grtiticate  of CompLance  must lx
tr~~~srmtted  loOAL  by9-19-97  oremcrgencylanguage  will he repealed  byop-
crallcm  of law on the following day.

Subchapter 8.1. Immunization Against
Measles (Rubeola)

HISKIRY
1. Repealer f&d  522-78  as  an emergency, effective upon fdmg (Register  78,

No. 12). For prior history,  see Registers 67, No. 43; 67. No. 48; and 72. No. 1  I.

Subchapter 8.2. Immunization Against
Diphtheria, Tetanus, and Pertussis

HIS~~IRY
I. Repealer filed 3-22-78 as an emergency. effective upon filing (Register 78.

No. 12). For prior history,  see Register 72, No. Il.

,_- Subchapter 9. Heritable Diseases_

Article 1. Testing for Preventable Heritable
Disorders

Q 6600.  Definitions.
(a) Preventable Heritable or Congenital Disorders. “Pmventable  heri-

tableorcoogenitaldisordets”meansanydisorderorabnormalitypresent
at birtb which is detectable by testing a newborn and for which  effective
means of prevention or amelioration exist.

@) Newborn. “Newbor?” means an infant 30 days of age and under.
(c) Birth  Attendant. “Birth  attendant” means any pprson  licensed or

certified by the  State to pruvije maternity care and to deliver pregnant
women or to practice medicine.

(d) PerinataJ  Licensed Health  Facmty.  “Perinatal  licensed health  facil-
ity” means any health  facility licensed by the State and approved to prc+
vide perinatal, delivery, newborn intensive care, newborn nursery or pe-
diatric services.

(e) Days of Agp.  “Days of age” means the  measurement of the age of
anewbomin24-bourperiodssot.batanewbomisonedayofage24bours
following the  bcur of birth

(f)  Discharge. “Discharge” means release of the  newborn from care
and custody of the  perinatal licensed health  facility to tbe parents or into
tbe community. c

(g) Transfer. “Transfer” means release of tbe newborn from care and
custody of one perinatal licensed health  facility to care and custody of
another perinatal licensed bealtb  facility. or admission to another perin-
atal  licensed health facility of a newborn in an out-of-state facility.

(h)  Newborn’s Physician. “Newborn’s physician” means the pbysi-
c~responsiblefortbecareoftbenewbomafterdiscbargefromtbe  bos-

(I) Initial Specimen. “Initial specimen” means the first  specimen col-
lected subsequent to birth. pursuant to these regulations.

(j) Initial Test. “Initial test” means tbe fist valid newborn screening
test or combination of tests of a newborn for each disorder covered by
tbrse  regulatiats.

2

I I;)  Initial  f’msumptivr  Pocluve  Test. “tnilial  prcsumptlvc  IX~;I~ILC
test” means a newborn‘s hl~md spximen which isdefmed a~ positive  f,,r
rqmltl”g  purposes.

(r) Inadequate Specimen. “Inadequate specimen” means  a newborn‘s
blood specimen which is not suitable LII  quality or quantity  10 prform
newborn screening forone ormore oftbe disorderscovered bytbcse  rug-
ulations.

(m)  Repeat Specimen. “Repeat specimen” means a spximen  col-
lected from a newborn following the newborn scrpemny  laboratory’s re-
p.xi that a peviously collected specimen was either madequate or that
test results werr  inconclusive

(n) Repeat Test. “Repeat test” means a test  required by these reyla-
tions to be wpated  for a newborn because the plpvious  specimen or test
results  were inadequate or test results were not complete.

(0)  Recall Specimen. “Recall specimen” means a specimen  collected
from a newborn because the initial test orcombination of tests was p-
sumptive positive for any of the disorders covered by these rpylations.

(p)  Recall Test. “Recall test” means a test ordered collected from a
newborn because the initial test orcombination oftests  was presumptive
positive for any of the disordea  coveted by these  regulaticms.

(q) Newborn Screening Laboratory. “Newborn screening laboratory”
means a laboratory operated by the Department ora  laboratory contract-
ing wilb  the  Department to conduct tests required by this article.

(r) @*a Genetic Center. “Arpa  genetic center” means an institution,
corporation,  hospital or university medical center having spxialired  ex
penise  designated by the Department to serve a specific geogapbic  area
of ti State which  has contracted with  the Department toprovide follow-
up. referral and diagnosis of a preventable heritable or congenital disor-
der as defied in this Article.

(s)Sickle  Cell  Education and Counseling Program. “Sickle cell educa-
tion and counseling program” means an educational and counseling pro-
gram in which the disease orientation  is. in whole or in major part. sickle
cell disease.

(t) Sickle Cell Counselor. “Sicklecell  counselor” means a pescn  who
provides face toface informationontbemedical,sociai,andgeneticcon~
scqurnres of sickle cell disease and trait and who has successfully com-
pleta:  dn approvedsicklecellcounselortrainingprogramandiscetified
as such by the Department of Health  Services. Physicians and individuals
with a master’s degree in genetic counseling who are board eligible or
board certified by the American Board of Medical Genetics an: not re-
luirpd  to complete such a training program.
VOE  t\uthoritycited:  Se&on 309, He&h  and Safety Code. Reference: Sectmns
;09,32:5,326  and 327. Health and Safety Chde.

HISKIRY
~. New subchapter 9 (section 6500) filed 12-I-65; designated effec*ive I -1-66

(Register 65, No. 23).
!.  Amendment filed I@=  effective thirtieth day thereafter(Regisrer  66, No.

3 4 )
3. Repealer filed 4-l I-80;  designated effective 9-I-80 (Register 80, No. 15).
t.  Renumbering and amendment of former scctia,  6500.5 10  sectmn 6Mo ffied

1 I-21-86; effective thirtieth day thacafta  (Rcgister86,  No. 47).
i. amendment  of subsection (r\  and new subsections (s) and (1) filed by tk DC-

partment of Health Servres with the Seuetxy of Site  on 12-22-89 as an
emergency; operative 12-22-89. Submitted 10 OAL far  printing  only pursuanl
lo Health and Safety Code section 309(g)  (Register 90, No. 4).

i.  Amendment of subsection(t) fikd  by the Department of Health Services with
the Semetary of State on 5-30-90  as an  enrergency;  aperatlve  5-30-90.  Sub-
mined to OAL fox printing only pursuant to Health  and Safety Code secrion
309(g)(Regista  90, No 30).

‘. Editorial correction  of printing emx in subsection (r)  leskning  HISTORY 5.
and renumbering previous HISTORY 5.10 6. (Regiskr  91, No. 32).

i 6600.1. Effective Date of Repeal  and knplementation.
JOE  Authwtyc&?d:  Section 208. Health and Safety Gale:  Refemnce.  SSCKXIS
51 and 309. Health and Safety Code.

HKTORY
Yew sectmnfikd  4-11-80;desgnatedeffective  9-I-80(Reg~.ter  8O.No.  15).

Amendmcnt fded  R-29-80 as an emergency: effectivr  upon lilmp  (Register  80.
No. 35) A certificate of compliance must be  filed  whm I20 days oremeqen-
ry language wdl  be repealed on  12-M.



i 6500.5. Definitions.
kIlSluR~

I.  New sectwn  f&d  4-I l-80: destgnated  rffcettve  9-1-W (Regtster80.  No. 15)
2. Renumbering  and amcndmmt  of former S~ttu,  6500.5 to Scctton 6.500  f&J

I I-21-86; cffstivc thirtieth day t~maftcr (Regtster  X6, No. 47).

9 6501. Scope of Newborn Testing.
(a) Each ne~bom  born  in California shall be tested for hereditary hr-

moglobinopathics,  phenylketonutia.  hypothyroidism and galactosenia
in accordance with prclcedures  in this Article

(h).Ihe  provisions ofSection (a)sha!J  not apply if a patent orlr-
gaily appointed  guardian objects  to a test  on the ground that it conflicts
with hisorherreli@usbeliefsorptactices.  Uthepatent  orlega! guardian
refuses  to allow the co!lcction of a hlux!  specimen, such refusal  shall bc
made in writing and signed by a patent orlegally  appointed guardian and
included in tie newborn’s medical or hospital tecotd.

(c)‘lbc  provisiuts of Section 6501(a) shall not apply if the  newborn
has a condition almost certainly to be fatal in the  first  t!tiny  (30) days of
life which shall be documented in the  medical tecord.
NOIE  Authutty  cited: Secttat  30, t lcalth and Safety Code. Reference:  Secucns
lSl.lS4,  155,309.32S,  326 and 327. Health  and Safety Cule.

HISlDRY
1. New  section fikd 4-I I-80: designated effective  9-I-80 (Register 80, No. IS).

2. Amendment  filed I I-21 -86;  effective thirtieth day thereafter (Register 86, No.
47).

f-‘-3. Amendment of subsections (a) and (c) filed by the Department of Health Srr-
vices with the Sectetq  of State on 12-22-89 as an  emergency; qerativc
12-2249. Suhmittd  to ON, for printing only pursuant to Health and Safety
Code Sectkm 309@) (Register 90. No. 4).

g 6502. Laboratory Tests.
NOITL  Author~tycttcrl:  Secttons  IS I atuJ  208. Health and Safety Cc&.  Refcrencc:
SecCum  -309.  Iieaith  and Safety Code.

HISWRY
I NW  secuat filed 4-l l-80; desrgnated  effective 9-I-80 (Register 80. No. I ,.
2. Rcpealcr  filed I I-21-86: effective thuueth  day thereafter (Register 86. No.

47).

Q 6502-f. Confidentiallty.
(a) All infortnation  accords  of intrrview, written tepotls.  statements.

notes. memoranda, or trherdata  pt  .LUKX!  by an individual, grcxlp  or t-e
scatch  team in the course of any testing under this article shall  be confi-
dential and shah be used  sdely  for the purposes of medica!  intervention.
counseling. or specific tesearch project approved by the Depanment.

(b)Excrpt  as provided bylaw, such informationsha!!not  beexhibited
nordisclosed in any way, in whole or in part.  by any individual. group,
or research team except with the written consenl  of the person  or his/her
legally  auf.horized  representative unless such data can be made available
in a manner which preserves anonymity of the persons tested.
NOTE- Aulh~~ily cited: Se&en 309. Health and Safety Code. Reference: Sections
I51  and 309, Ilealth  and Safety Code.

H I S T O R Y
1. New se&on  ftled by the Department of Health Seniors with Ihe Secretary of

suc on 5-30-90  as art  emergency; operative S-30-90. Submittd  to OAL for
prmting only pursuant to Health and Safety Code sectton 309(g) (Register 90.
No. 30).

9 6503. Newborn Screening Laboratories.
r (a) The Department shall designate laboratories and tests to be used  for

‘k*ptinlent  p.ytrired  newF  >rn  tests. Such laboratories shall be either lab-
oratories operated by the 0epartment  for quality  contro!  confirmatory
and emergency testingorconttactorlaboratoties  liccnscd  as clinical lab-
oratories under the I~usincss  and Professions Code.

(b) !‘et-inatal  licrnscd health facilities and birth attendants shall submit
quit-cd  s~cimcns  to the newborn screening laboratory designated by
thr  Ikparlmcnt.

tc  1 (‘ontract  rtcwb+>m  ~crccrt~ng  lah~~rntoncs  shall  bc I~nutcd  to l,th,>t;t~
toric~  that sha!l  have  submlttrd  a  hd  ;trccptahlc  to the I)c~~attntcttt  (VI ;I
competitive conttact  to provide laboratory sctviccs  in suflicicnt vc~lumc
to cover al! of the newborns born  in a geopphica!  area. as dcfincd by
lhc Department. plus an appropriate  emergency capacity. ‘lhe  Depan-
mcnt  ~ilidefinenotmc~echansixareas~dntaycombine~~  ifnccrs-
saty  to  mdttce  costs  or assttte  statewide  coverage.

(d)  Notwithstanding (c) above a compmhensive  ptcpaid  group pnc-
ticc  direct  health cam scrvicr plan with 20.000  or mote  births in the last
completed ca!cndar year  for which cotnplctc  statistics are availahlc 171aq
have  a laboratory sctvingacomptehensive  prepaid  group practice  hralth
can  service plan designated a newhorn  sctvening  laboratory ttndrr  tc17715
of a written agtccmrnt  as dclined in Section 650X(b)  or m:ty providr  scr-
vices in confomiity with  t!tc  trrtns  of a rnulua!ly  accrptahlc  contract fcv
services.

te)  Newborn sctecning laboratories shall patttciptr in a pmficirttry
testing prognun  ctnducted by the Dcpattment’s  laboratory and shall
maintain levels of pcrfortnancc  acceptable to the Department.

(f)  Newborn  screening l~horatoties  czmtracting  with the Dc~u~~ntcnt
shall  be subject tocm-site inspections and tcvtew  of !aht>ratory  pctft~tl- ’
arm of tests  and laboratory tecords.
N,-s  Authontycrted:  Scctt::n M>,ffealtha.ld  Safety Code. Kefcrence:  SCCIIWIS
15; and 309. Health md Safety Cede.

f hDRY

2. Amendmrnt  filttd8-2’WOasnnemergmcy;eff~~uvc  upon filrng  (Krg~sc~~N).
No. 35). A cctttficar  of compliance  must he filed withtn  I20 days or cmrrgvn-
cy language will be repealed 12-28-80.

3. Cettifrcate  of Compliwe transmitted to OAl,  I 2-I 5-80  and filal  I- 12-X  I
(Register RI, No. 3).

4. Amcndmcnt  filed I I-2l-86;cffecttve  thrrt~ethd~y  thercafter(RcgtstirX6.  No
47).

5.  Amendment of suhsecttons  (d) and (e) ftled by the IIepartment  of Health Scr-
VHXS  with the Secretary of State on 12-22-89 &s  an emergency;  opc’rattvz
12-22-89.  Submitted to OAL for pnntmg only pursuant to Health and Sa!~‘t):
Code Sectmn ?09(g)  (Regrsl~~ 90. No. 4).

5 6504. Use of Newborn Screening Forms.
(a) Al! birth attendants cngagcd in providing perinatal can  shall  pr-o-

vide ptcgnant  women. ptiortothccstimatrddateofdclivery.  with acopy
of t!m  informational material, titled  “lntportant  lnfotmation for I’atents.”
provided by the Department.

(b) Perinatal licensed health  facilities shall  provide each ptngnant
woman admitted for delivery with  a copy of the informational material
provided by the  Department, titled “bnpottant  btformation  for Parents.”
ptiortocollectionoftbebloodspecimenifsuchinfotmationhasno:bern
provided pursuant to subsection (a) above. If a woman is unable to read
such materia!.  it shall be ttanslatcd  or read to her in a language she undcr-
Shtld!G.

(c) Department approved specimen collection forms  shall not bc CO-
pied. printed, reproduced. acquitnd,  purchased or distributed other tlmn
as provided for in these tegutations.

(d) Such Department approved specimen collection forms  shall  be ful-
lyandaccurate!ycomp!eted  by birth  attendants. pcrinata!  liccnscd health
facilities and laboratories and a copy shall be filed in each newbont’s
medical record.

(e) Perinata!  licensed health  facilities shall  maintain such rec~tds  a~
are necessary  toassure  compliancr with these regulationsand  provide the
Department witi such data as may bc pcnodically n-quirvd  including. hut
not linhxl to. infotrnation  on all ncwboms discharged or transfemd
from the facility without collection of a blood specimen.  All  such infor-
mation and tectn-ds  shall  be confidential but shall be open torxaminatitnt
by t!tc Department pctstmncl  or its designated agents ftx any purposr  111.
tecrly  connected with t!tc  adntinistmtitm  of t!te  new horn  scrprnmg pro
St-am.
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(f)  Birth attendants or physicians shall provide IO parent(s) or legally
appointed guard$~(s)  who object to the tests on the basis it is in conflict
with their religious  beliefs or practices, a refusal form  approved by the
fkparhnent  and shall obtain the appropriate signature(s) upcm  the form.
lftbepamnt(s)orlegallyappointedguardian(s)isunable  toreadsuchma-
Ierial.  it shall be translated or nxd  to such person(s)  in a language under-
stood by such perscms.
NOTE Authaitycitcd:  Secticm 309, Health ad Safety Code  ltcfcrm: Sections
I SI and 309. Heatth  and safety code.

.

-



HISTUR Y for a blood spximen  IO be collected and submitted  to a newborn screen-
I. New section filed 4 I I --RD.  dcrignatcd  effective 9 I -80 (Register RO. No. IS). mg laboratory between the second and tenth day of age.
2. Amen&nentofsub=tti  (I) filed X -29.ROasansmcrpcncy(Regi~r  80. No.

ZS).  A rurtiftiate  of compllncL  musl  IX  tikd  within I20 days oc cmerRcncy
(i) initial  specimens shall be collected using a Department -approved

formandshall  beplacedinthc UnitedStatesmailorotherapprovedchan-language  will be repealed on 12 28  RO.
-

3. Certificate nt’Compliancr  transmitted to  OAt.  12 IS-R0 and filed I 12-81
(Register RI. No. 3).

.

4. Repsakr  and new section fikd I I 21 -86:  efTectivc thtrtkth  day thrreaftrl
(Register  H4.  No. 47).

p 6505. Colkctlon  of Speclmone.
(a) Birth  attendants. laboratories and hospitals shall collect  spwimens

using the technique for blood collection distributed by tbc Department.
(b)  Physicians or birth attendants who arc caring for newborns born  in

perinatal licensed health facilities shall have blood specimens collected
using DeparQnenl  approved specimen collection forms in accordance
with criteria distributed by the Deparmient  including the rollowing:

(I) A  specimen must be collected from any untested infant prior IO

blood transfusion.

nel of transmillaI  lo the assigned Department&approved laboratory as
soon as possible. but not later than I2 hours after they  are obtained.

(j) The  blood specimen and information ottiined  during the  testing
process becomes the property of the State and may be used for program
evaluation or nzsearch  by the Department  or Department  approved
scientific rc.;carchers  without identifying the perstm  or persons from
whom these results were obtained. unless the person or his/her legally au-
tboriled representative specifically prohibits such use in writing.
Non:: Authorttyciud:  Se&m 309. llralth  and Safety Code. Reference:  SSIIWS
IS I and 309. ftealth  and Salty Code.

HISTORY

(2) For  newborns discharged before six days of age. a blood specimen
shall be obtained as close IO the time of discharge from the perinatal li-
censed heallh facility as is practical regardless of age or feeding history.
unless the newborn is transferred for continuing care to another perinatal
licensed health facility on or before the sixth day of age. Perinatal li-
censed health facilities which discharge infants before  24 hours of age
may request  a waiver from this requirement documenting how such new-
borns will be tested at  or before 6 days of age. Such alternative testing
schedules must be amoved  in writing by the Department.

(3) For newhoms remaining in perinatal licensed health facilities be-
/ ? yond live days of age. a blood specimen shall be obtained from the ncw-

born on the sixth day of age regardless of feeding history.
(4) For newborns received by transfer on or before  six days of age. the

receiving hospital shall obtain a blood specimen as close IO discharge as
possible. and if not discharged by the sixth day. a blood specimen shall
be obtained on the sixth day of life.

I.  New section fikd  4 I I RO. designated  effective  9 1 RO  (Rcgistcr  80. tic!.  I 5 1
For history of former  section.  SW  Registers 78. Nlo.  .14 and 74. N<j.  18.

2. Amendment of suhsccti<m (it likd R 29 HO as an rmerecncy:  S~TWIIV~  ups
filiq  ~Hqistrr  80. No.  35).  A ccrtificav  ofccmplianrr  must hr fikd  within
1 X days or emergency bnpuap:  will hi repeated on I2 2%RO.

3. Certifcate  of Compliance lransmittcd  to  OAL IZ-  IS t?O  and tiled I I2 dl
(Rqista  RI. No. 3).

4. Repealer and new section fikd I I ~21 -M: effective thtiirth  day thcrcattcr
(Register 86. No. 47).

S. Amcndmenl  of subsections (h). (c). (0 and (il. and new subsection  (j)  filed hy
UK Department nf Itealth  Scrvicxs with the Secretary of State on I2 22 HO  a5
an emergency;  operative l2-22-R9.  Submitted 10  OAI.  for  printq! ~)nly  pur-
suant IO Health and Safety Code Se&m 309(g) (Regiskr  90. Nn. 4).

3 6506. Reporting and Follow-Up of Teats.
(a) Perinatal licensed health facilities shall  review each newborn’s

medical record within I4 days from the date of discharge IO dctcrminc
that the results of required tests are filed in the newborn’s medical record.
or that a parent’s or legal guardian’s signed refusal has been filed in the
newborn’s medical record.

(c) Fornewborns not born  in a p&natal  licensed health facility but ad-
mitted to a perinatal licensed health facility within the first six days of
age. a spcimen  shall be obtained as close IO discharge as possible. and
if not discharged by the sixth day of life. a blood specimen shall bc oh-
taincd on the sixth day of life unless the newborn’s physician has evi-
dence that the spciimen was previously obtained and records tbc result-
of the Tess  in the ncwbom’s medical record.

(b)  Whenever a perinatal licensed health facility determines that a dis-
charged newborn has not received the mandated tests.  the  facility shall
contact the newborn’s physician by telephone IO inform him/her that a
s;xrimcn  must be obtained and immediately send written notification to
the newborn’s physician and the Department. tithe newborn’s physician
cannot be contacted or will not obtain a specimen. the perinatal liccnscd
hcnlth  facility shall notify the Department&approved  area genetic crntcr
by telephone  and shall send written notification within five days to the
area genetic center and the Department.

(d) IGrncwboms  not born in a perinatil licensed health facility but ad-
mitted to a perinatal licensed health  facility after  six days of apt but with-
in the  ftrst  30 days of age. a blood specimen shall be obtained  within  4M
hours after admission unless the  newborn’s physician has evidence that
the specimen was previously obtained and records the results of the test
in the newborn’s medical record.

(c) Whencvcr a pcrinat.,l  licensed he;llth  facility determine\  11ta1  <I
specimen hasbeenobtained.bul  therearenoresultsavailablc in tbc ncw-
born’s medical record the facility shall .send wrilten notification withm
five days to the Dcpartmenl.

(e) Physicians attending sick newborns who exhibif symptoms
suggcstivc of galactosemia. hypothyroidism or phenylketonuria  (PKU).
in addition to immediate diagnostic tests from local laboratory sources.
shall have a blood specimen collected from the newborn and submitted
IO a newborn screening laboratory using forms purchased from the  De-
pariment.

(f) Physicians attending critically ill newborns who require special
care may postpone collection of a blood specimen until the newborn’s
emergency  life threatening condition is stabilized.

(g)  ISi& attendants or physicians attending newborns not born  in a
prinatal  licensed health facility and not subsequently admitted to a li-

r- casd he&b  facility during the fist six days of age. shall have a blood
spckle~r  collected from the newborn between tbe second and sixth  days
ofage  and submitted to a newborn screening laboratory using fomis  oh-
tained from the Department.

(d) When the  newborn’s physician is notified by tclephonc by tbc vr-
irlatal  licensedhcalth facilitythatanewbom wasdischarged  from tbc pr-
+tatal  licensed health facilitybeforea  specimen was taken. the newborn  ‘\I
physician shall make every reasonable effort to have a specimen obtained
within five days  orqotification. lfthcncwbom’s  physician cannot obtain
the specimen. the area genetic center shall he notitied by the newborn’s
physician by telephone. Such telephone notification shall be noted ~1 the
newborn’s physician’s records. specifying the  date of notification. the
person notified and the information provided.

(e) When a newborn’s physician is notified by the laboratory by tclc-
phone that a specimen is inadequate. the physician so notified shall make
every reasonable efPort  to have an adequate specimen  obtained witbin
five days of notification. if the newborn’s physician so notified. cannot
obtain the repeat specimen. the physician shall notify the arca gcnctlc
cc,ller as soon as possible  bytclcphone.  Such tclcphone  notification sI1~111
benotcd in thencwbom’s physician’srecords s~ifyingchedateofnc~c~-
fication.  the person notified and the information provided.

01) If a newborn is born outside of a perinatal licensed health  facility
and the  birth  is not attended by a birth attendant and the newborn is not
subsquently  admitted to a perinatal licensed health facility within lhe
first ten days of age. the person required to register thc birth shall arrange

(f)  When the  newborn’s physician is notified by tclephonc  by the I)c-
partmcnt-  approved area genetic center of an initial presumptive positive
test result the newborn’s physician shall obtain an adequate recall hlotxl
specimen from the ncwbom  and submit it to the designated laboratory

Title  17 Sbtc  Dcptlrtmcnt  of HcAth Service p fmfi
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within 48 hours. If the recall blood specimen  cannot be obtained within (2) Employ State approved sickle cell counselors to perform all of the
48 hours. the newborn’s physician shall notify the area genetic center by counseling following. or relating to. any abnormal hemoglobinopth* ‘-

finding.telephone. Such tckphooc  notification shall be noted in tic newborn’s
physician’s records. specifyirq  the dale of notification. the person 1101~
fied and the information provided.

(g)  Repeat and recall specimens required by these regulations shall be
collectedon  Depprtment  approved forms. placed in appopriate contain-
em.  and shall be placed in the United States mail or other approved chan-
nel of transmittal to the assigned. Department--approved laboratory as
soon as possible. IZUI  not later than I2 hours after they have been obtained.

(h) All  physicians making an initial diagnosis of a preventable herita-
ble disorder for which testing is required under this Article shall report

such diagnosis and the infotmaticn necessary for follow-up and investi-
gation to the Department.

(i) Willful or repeated failure to comply with these regulations shall
he refenvd  by any person having knowledge of non compliance IO the

appropriate licensing authority. Failure IO  report may constitute grounds

for disciplinary action including revocation of license.
&TX?  Au(horitycited: Sect ion  309 .  Health  a n d  S a f e t y  C o d e .  Reference:  Seclions
I S  I  a n d  3 0 9 .  H e a l t h  a n d  Safefy C o d e .

HI~TMY
I.New!Sc&m  fikd4-  l  l-8&designatedeffec1ive9-  l-(IO(Ttegister8O.No.  15).

2. Rcpcakr  md IICW sectinn fikd I I 2146:  effective thirtieth day thereafter
(Regiskr 86. No. 471.

0 6507. Local Agencies Req.mmibllltlea.
I%YTE  A u t h o r i t y  c i t e d :  Secti  309. Health  a n d  S a f e t y  C o d e .  R e f e r m c e :  S e c t i o n s
IS  I  a n d  309, H e a l t h  a n d  S a f e t y  C o d e .

HISTORY
I .  N e w  s e c t i o n  filed4  -1 I-RO;designatedeffective9~  I RO(Registcr  SO.No.  IS).

2. Repeakr ad new section fikd  I I-21  46: effective thirtieth day thereafter
(Reg is te r  R6.  N o .  4 7 ) .

3. Renumbering of Section 6507 to Section 6507. I filed  by the  Department of
Hea l th  Serv ices  w i th  the  Secretary  o f  S t a l e  o n  12-22  -89  as  an  emergency .  op-
e r a t i v e  1 2 - 2 2 - 8 9 .  S u b m i t t e d  t o  O A L  f o r  p r i n t i n g  o n l y  p u r s u a n t  t o  Hcalrh  a n d
S a f e t y  C o d e  S e c t i o n  309(g) (Reg is te r  90,  N o .  4 ) .

9 6507.1. Local Agenciee  Responsibilities.
(a) the county registrar shall provide a copy of the informational mate-

rial prepared and provided by the Department to each person registering
the birth of a newborn that  occurred outside of a perinatal  licensed health
facility when the said newborn was not admitted IO a prinatal  licen.sed
health facility within the first 30daysofagc.  The local health officer and
the Department shall be notified of each such registration by the county
registrar.

(b)  Each local health department in the county where a newborn re-
sides shall he responsible for making every reasonable effort to obtain
specimens  when requested by the Department-approved area genetic
center or the Depamnent. If aftereveryreasonable effort a specimen can-
not be obtained. the local health department may. after 30 days. with ap-
proval from the Department, terminate efforts.
Na  A u t h o r i t y c i t e d :  S e c t i o n  3 0 9 .  H e a l t h  and Safety C o d e .  R e f e r e n c e :  S e c t i o n s
151  a n d  309. H e a l t h  a n d  S a f e t y  C o d e .

HISTORY
I .  RcnumberingofformerS~ion6507toSeclion6507.1  tikdbytbe  D e p a r t m e n t

o f  H e a l t h  Sexvices  with  the Secretary of  State on 12 -22-89 as ao  emergency:
o p e r a t i v e  1 2 - 2 2 - 8 9 .  S u b m i t t e d  t o  O A L  f o r  p r i n t i n g  o n l y  p u r s u a n t  t o  Health
and Safety  Co&  S e c t i o n  309(g) ( R e g i s t e r  9 0 ,  N o .  4).  F o r  p r i o r  h i s t o r y .  s e e  R e g -
is ter  R6.  No .  47 .

j  6507.2. Sickle Cell Education and Counseling Programs.
(a) Fach sickle cell education andcounseling program shall apply for

and ohtain  written approval from the Department of Health Services.
Such approval shall be contingent upon compliance with all sections of
these regulations.

(b)  E&b sickle ccl1 education and counseling program shall:
(1) Provide counseling services to the clients.

(3) ~monstrale.  upcrn request by the Department of Health !+rvices.

that each of its counselors successfully participates in State -approved
educational programs which serve IO update the knowledge and enhance
the proficiency of such counselors.

(4) Have a physician with special training and experience in pediatric
hematology to serve as medical director or conultant  to order and  inter-

pret laboratory tests used in counseling.
(5) Have written protocols IO pmtec~ the confidentiality and security

of a11 records containing personal information.
(6) Use only State;rpproved educational materials.
(7) Use any laboratory that  meets the Department’s standards for

sickle  cell hemoglobin testing.
Nom A u t h o r i t y c i t e d :  S e c t i o n  JOY.  HulthandSafety  C o d e .  R e f e r e n c e :  Sec~toos
32s.  326 and 327. Health and Safety Code.

HISTORY
I .  N e w  s e c t i o n  f i k d  b y  t h e  D e p a r t m e n t  o f  tlultb  Services with  the Secretary ol

State on  12.-22.-89  as an emergency. operative I2 22 89. Submilkd to OAl.
f o r  p r i n t i n g  o n l y  p u r s u a n t  t o  Ilealtb  a n d  S a f e t y  C o d e  S e c t i o n  309(g) (Reg is te r
90. No. 4). .

Q 8507.3. Certlfkxste  of Approval Ae 8 Sickle  Cdl
Couna4lor.

(a) A sickle cell counselor shall obtain a certiIicate of approval from
the Departmen  of Health Services upon presenc?tion  of writlen  evidence
that he or she has:

(1) Completed a course at a sickle cell counselor training center ap
proved by the Depatiment  with such center’s endorsement of his or her
ability IO function as a sickle cell counselor, and/or

(2) Successfully completed an examination or examinations which
demonstrate his or her knowledge or expertise in the field, and one 01~
more personal interviewsto  demonstrate an understandingof, andabilit)
to communicate with persons who have sickle cell disease or sickle cell

trail.

(b)  All sickle cell counselors must provide documentation of comple-
tion of State-approved training to update skills and knowledp  CXI  an an-
nual basis.

(c) This  section shall not apply IO physicians.

NOIL  A u t h o r i t y  c i k d :  S e c t i o n  3 0 9 .  H e a l t h  a n d  SafetyCode.  Re fe rence  Sec t ions
325.326  and  327 .  Hea l th  and  Sa fe ty  Code .

HISTORY

I .  N e w  s e c t i o n  t i l e d  h y  the  D e p a r t m e n t  o f  Ilealth  Services with  the  Sem~ary  ot
State  on I2  22-89 as  an emergency operat ive  12-22-89.  S u b m i t t e d  t o  9Al.
f o r  p r i n t i n g  o n l y  p u r s u a n t  t o  liwltb  a n d  S a f e t y  C o d e  seaion  309(g) (Regiskr
90. No. 4).

2. Repeakrof  section 6507.3 andrenumberingofsection6507.4  to se&on 6507.7
likd  4 20-92 as an emergency: operative 4-20-92  (Register 92. No. 18).  A
Catifwate  of Compliance must be transmitrd to OAI. &- I R 92 or  emergency
l a n g u a g e  w i l l  b e  repeakd  b y  o p e r a t i o n  o f  l a w  o n  the  f o l l o w i n g  d a y .

3.  Certiftate  of Compliance as to 42G-92  or&r transmitted to OAI,  8 17  92
and filed 9 28-92 (Regiskr 92. No. 40).

Q 6507.4 .  Voluntary Particlpatlon.
Participation by any person in a sickle cell education and counseling

program in which medical information isohtainedlhrough  interview. tesl

or other ascertainment procedure shall be wholly voluntary and shall not

be a prerequisite to eligibility for, or receipt of, any other services or assis-
lance from, or lo participation in any other program.
NUTE  A u t b o r i t y c i t e d :  S e c t i o n  3 0 9 .  Health  a n d  S a f e t y  C o d e .  Refaence: Se~lion
I5 1.  llealth  and  Safe ty  Code .

HISTORY

I .  N e w  s e c t i o n  f i l e d  b y  t h e  D e p a r t m e n t  o f  Heailh  Services wih  he Secretary o!
S ta te  on  12-22-89  as  an  emergency.  operat ive  12  -22 89.  Submitkd  10  OAl.
f o r  p r i n t i n g  o n l y  p u r s u a n t  t o  Ikalth  a n d  S a f e t y  C o d e  seaion  .109(g)  @eglste:r,?
90. No. 4).

2 .  R e n u m b e r i n g  o f  s e c t i o n  6 5 0 7 . 4  t o  s e c t i o n  6 5 0 7 . 3  a n d  r e n u m b e r i n g  o f  secllon
6507.5 IO section 6507.4 filed  4 2G-92 as an emergency. openlive  4 -20-92
(RegisterYZ.No.  IS).  ACcrtif~ateofCompliancemustbetransmitted  toOAl.
8-18-92  o r  e m e r g e n c y  l a n g u a g e  w i l l  b e  r e p e a l e d  b y  o p e r a t i o n  o f  l a w  o n  the
f o l l o w i n g  d a y .
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d 6507.5. informed  consent
(a) A sickle ccl1 &cation and counseling program shall obtain in-

limed cmsenl  from each adult upon whom b.x&~g  or any other  screen-
ing procedure is to be perfornied.  If the person is a minor other than a
newborn. informed consent shall  be obtained from such child’s parent or
guardian. An informed consent shall be obtained from an emancipated
minor withaul the need for  parent  or guardian consent.

(b)  The  informed consent  shall be in writing in formal approved by tic
Department and shall be signed by the person. by his or her guardian or.
except in the case of an emancipated minor, by his or her parent.
NOTE:  Authority cited:  Sccuon  309. Health  and Safety Code. Reference: Sectnm
IS  I. Health and Safety Gxk.

HISTORY
I. New  section  fikd  by tbc  Department of Health Senicxs  with the  Secretary of

State an 12-22-89 as an emergency.  opcrativc 12-2249. Submincd  to OAL
fbr  prinring  only  pursuant  IO Health and Safety Cak scctb  309(g)  (Kc+er
90. No. 4).

2. Renumberire.  of section 6507.5 to secnon  6507.4 and renumbcrmg  of section
6507.6 to section 6507.5 fikd 4-20-92 as an emergency. operative 4-20-92
(Regisler92.  No 18). ACertif~ateofCmnpliancemust  be  transmittcdtoOAL
R-l I%92  or emergency  bngurpe will be  repeakd  by operation  of law on  the
folkmng  day.

3. CerIifi~le  of Compliance as to 4-20-92  order transmitted to OAL.  g-17-92
and fikd  9-28-92 (Register 92, No. 40).

4. Editorial canction  of HBTQRY  2 (Rc&x  95, No. I 8).

5 6507.6. Approval of Hemoglobin Counseling
Leboratories.

/-- (a) All laboratories that accept specimens from an approvedsickle cell
counseling program shall be in compliance with the Businessand Profes-
sionsCodegoveminglicensedclinicallabora(oryoperationsandperson-
net  (commencing with Section 1200 of the Business and Professions
Code) or be an approved public health laboratory operated in accordance
with the California Health  and Safety Code. Section 1000  et seq.

(b)AIi laboratories involvedinsickiecellscreeningasdefmed  in these
regulations shall  use a test  or combination of tests with demonstrated
ability todistinguish hemoglobins including F. A. S. C, D, and E. as well
as the thalassemias.

(c) The State Department  of Health Services shall have the responsi-
bility of monitoring zickle  cell screening laboratorics coming under the
scope ofthcseregulatioos.  Such monitoringmaybeaccomplisbedbyon-
site inspections and proliciency .-sting.  or any other effective method.
The Departm~~  may deny, revoke. or suspend the approval of any lab
ratorywhichdoesnotcomplyorcontinuetocomplywith theabovequali-
fications.
NOTE Authooty  cited- Sccrtons  20X(a). 309 and 32.5, Health axd  Safety Code.
Referma:  Sections  32.5 and 327. Health and Safety Code.

HISTUF.~
I.  New SCC~KNI  tiled  by thr  Department of Health Serv~crs  with the Sccxtary  of

Slate cm 12-22-89  as an emcrpncy.  operative 12-2249.  Submitted to OAL
for printing  only pumuant  IO Health and Safety Code section 309(g)  (Register
90. No. 4).

2. Renumber& of scc~ion 6507.6 to vctian 6507.5 and rcnumberPlg  of sccticn
6507.7 to se&m  6507.6 Ckd 4-20-92 as an emergency, operative 4-20-92
(Rc&cr  92. No. IS).  A Certifiitc  of Compliancz mud be transmitted toOAL
S- 18-92  or emergency language  will be repeakd by operation of law on the
fouowhp  d a y .

3. Certifate  of Compliance as to 4-20-92 order transmitted IO OAL 8-17-92
and 6kd  P-28-92 (Kcpista  92. No. 40).

3 6507.7. Skkle  Cell Trait Follow-Up Vendor.
7 (a) A sickle cell trait follow-upvendor shall mean any sickle cell edu-

calion  and counseling program that  is:
(I ) approved under this subchapter, and
(2) signs a vendor  agrecrnenl lo provide services UJ  accordance with

Dcpartmcn~  policies. including a fee  schedule provided by the Deparl-
ment. The  Department may obtain  and provide reimbursements for any
or all follow-up services authorizd  as a result of newborn sickle cell
screening  from such approved  vendors.

I.  KCmImbcrmg  01  SCCIIW  6507.7 lo seclwn  6507.6 and new  sccl~on  filed
4-20-92  as an emergency; operatlvc 4-2@-9.2  (Regtstcr  92. No  18).  A Certrli-
cak of Compliance must be vansmittcd  to OAL  H-18-92  IN  cmer~ency  lan-
guage will bc rcpcakd  by operation  of law on rhe  folIowIng day.

2. CertlfK.atc  of Compliance as to 4-20-92  (r&r  fransmlttcd  IO  OAL  R-17-92
and tikd  9-28-92 (Rcglsler  92. Xo.  40).

$6508. Fee Collection.
(a) Perinatal  liccnscd health  facilities and hird~ attendants shall oh~aul

from the Depwlmcnl  a suf&cient  supply of specimen  collcctitn ft~is  lo
permit collection of a blood specimen  from each  ncwbom  rcquircd 10 hc
[csted  under these regulations.

@) ‘The  Department shall collect a fee for each  specimen record  form
provided and a program participation  fee  for all sctvices  provided Ihs
fee  for a specimen record form shall be one (I) dollar and for program
services  forty-one (4l)dollarsexcept  for a ccmprehensiveprepaidgcup
practice direct health c;lre  service plan with 20.000 IX  more births in the
last  completed calendar year for which complete statistics arc availahlc?
which elects to provide testing. follow-up and/or counseling services IO
its memhets.  Tbe  fee for such plans shall be. equal to the Dcpartmcnt’s
cost of administration of the newborn screening program. to he dctcr-
mined by reducing the forty-one (41)  dollar program service fee by the
annual statewide average per infant contracted cost of laboratory testing.
follow-upand/orcounselingservicesrcnderedduringche~vi~s~~al
year. In order 10 qualify for this special fee a medical group sewing a
comprehensive prepaid group practice direct  care service plan  wilh
20,OJOor  more births shall sign a written  agreement which contains  the
same skudads  and conditions, except as to payment or where specifical-
ly waived, as arc applicable to the newborn screening laboratories and
area genetic centers, adhere (0 the regulations governing the program.
and to submit  to monitoring and evaluation of compliance. Failure to
comply with these conditions after being given wrincn  notification and
lbtiy  (30) days 10 correct  deviations shall rcsull  in loss of the oplion  h
0~ event the option is lost the State shall designate appropriate conlrac-
0:s  to provide services.

‘The provisions of this section shall nol apply if the newborn is part of
a State-approved demonstration program.

(c) Birth attendants and physicians attending newborns whoare under
six days of age and who were nol born in perinatal  licensed health facili-
:ics  and not subsequently admitted to perinatal  licased  health facilities
shall obtain a sufficient supply of specimen record  forms to permit CL-I
lection  or shall arrange for a collection of a blood specimen from each
such newborn attended.

(d) Birth attendants and physicians attending newborns and pcrinatal
licensed health facilities shall not charge parents or third parties responsi-
ble for medical cam coverage fees for participation in the newborn
screening program in addition to those specified in this seclion.  except
for reasonable fees for costs of blood specimen collection and handling
which shall not  exceed six (6) dollars.

(c)The pinatal licensed health facility shall make available rothe re-
sponsible physician. at no additional charge. specimen collection ser-
vices or a specimen record form for obtaining either a repeat specimen
for  an inadequate specimen or a specimen on a newborn discharged with
out the lest  having been obtained.

(1)  Birth attendants and physicians submitting a blood specimen for
newborn screening on a form other than those approved by the Dcpart-
merit  shall be charged a handling fee of five (5)  dollars in addition to tic
usual  fee for program services and specimen record form specilied in (h)
above for each such specimen.
NOW  Authority cited: Section 125000(h)~).  HcalthandSafctyCodc.  Rcfcrcncc:
Sections I25OOO(b)  and 125005.  Health and Safety Code.

H I S T O R Y
I.  New action tikd I l-2 l-86; effective thirtieth day thercaftcr  (Register 86. No.

47).
2. Amendment filed  12-6-90  as an  emergency print only:  opctal~vc  12-6-M

(Reglsier91,No.  14). ACe~ilcatcofComplianccmusthc  transmitted  toOAL



1.  Cc-mlicatr  OI-Compltmrc as  to  12-h-00  twdcr  onnsrnlttcd  to  OAL 3-19-91
and tiled  4-8-91  (Rrgistrr 91, No. IO).

4.  Amendment fikd  S-7-91  by the  Departmen  ol~Hfralth  Srtv~cx-s  wtth  the Secrc-
tary  of Statc,operauve  8-7-0  I. Submuted  IO  OAL  as an emergency tu  prtnt-
trig  only pursuam  IO  Health and Safety Ctde secuon  309 (Regtstrr9 I. No. SO).

5.  A m e n d m e n t  o f  suhrectton  (h)  fikd  6-30-92  wuh  Secretary  of  State  hy thr  Ik-
partmcn~of  Health  Servtccs:  oper~ttvc  7-l-92. Suhmtttcd  toOAL  asan  tmrr-
gency  f&prinung  o n l y  p u r s u a n t  t o  H e a l t h  a n d  S a f e t y  Cc&  srctlons  ZH9.7(b)
and .W(h)  (Rcgtster  92. No. 27).

6 .  Cerltftcate  o f  Compiiancc  as  to  6-30-92  txder  t r a n s m u t e d  t o  O A L  10-X-9?
and likd  1  I-20-92 (Regtrter  92. No. 47).

7. Edttnrial  -cuon  of HISTORY  5.  (Register 92. No. 47)

8.  Amendment ofsuhsectwns  (h)  and (6  and amendment of Notx  lilcd  6-6-91
as an emergency;  opctattve  6-6-97 (Re@er97.  N o .  2 4 ) .  This  regu la tory  ac-
ttnn  i s  d e e m e d  a n  e m e r g e n c y  e x e m p t  f r o m  O A L  rwiew  and  was  filed  d i r e c t l y
with the Sccrefaty  of State pursuant IO Health and Safety Code sectton
13000(h).  ‘Ilwr amendmcms  shal l  r e m a i n  in  e f f ec t  un t i l  r ewed  o r  repeakd

hy DHS ptnzzuant  w Health and Safety C&e acti I X000(j).

5 6510. Rhesus (Rh) Hemolytic  Disease of the Newborn.
(a) Medical staffs  of hospitals and physicians thereof shall in provid-

ing for the careof  pregnant women determine that a blood specimen has
been obtained for the determination of rhesus (Rh)  blood type or shall ob-
cain or cause tobe obfained a blood specimen within 24 hours of termina-
tion of pregnancy whether by delivery or by spontaneous or therapeutic
abortion for this purpose as required by Article 2.7, Chapter 2, Part 1 of
Division I of the Health and Safety Code.

(b)  All cases, or suspected caSes  of rhesus (Rh)  hemolytic  disease of
Ihenewbom,  shall be reported IO the Ikparh~ent  of Health Services. Ev-
ery patient diagnosed in any licensed hospital as having such  condition
shall be reported by the hospital on the form provided by Ihe Department
for this purpose. Ihe hospital shall notify the physician making the diag-
nosis that  such a report has &en filed.
NOTE:  Authority cited: Secttons  15  1,208  and  306(b), H e a l t h  a n d  Safety C o d e .
Refercnoc:  Sections 204,305 and 306.  Health  and Safety Code.

HISTORY

’ N e w  section  fikd  3-M-70;  e f fec t ive  th i r t ie th  dny  thereaf te r  (Rcgrstcr  7 0 ,  N o .
Ii?).

-. Amendntcn1ofrubsection(a)(1)  filed Z-2-7 I; effectrve  thirtrlhday  thereafter
( R e g i s t e r  7 1 .  N o .  6 ) .

2.  E d i t o r i a l  axrection tikd  11-5-M  (Reg is te r  84. NO .  45) .

Article 2. Testing of Pregnant Women for
Heritable and Congenital Disorders

p  6521. Ddlnltkns.
(a) Neural Tube Defec!s  of the Fetus. “Neural lube defec!s  of the fetus”

means any malformation of the fetus caused by failure of the developing
spine and skull to properly close. Examples are spina  bilida and anence-
Nab.

(b) Birth Defects. “Biti defects” means any funcrional  or strucnrral
defect causedby  failureorerror  in the development of a fetus that is capa-
ble of being prenatally &tected  and for which the Department has pro-
vided a surveillance OT  screening program including but not limited to
neural tube defects, ventral wall defects. and chromosomal defects.

(c) Expanded AFP Prenatal Screening for Birth Defects. “Expanded
NT  prenatal screening for birth  defects” means the sequence of screen-
ing tests of initial and repeat blood tesb and where medically indicated
differential diagnostic screening tests and procedures authorized by the
Department and provided by deparcnlent-approved  vendors.

(d) Differential Diagnostic Screening Tests and Procedures. “Differ-
ential diagnostic screening tests and procedures” means those additional
screening tests. methcds. examinations or activities which are performed
ccnsequent toapositive bloodscreeninglcstand  which areusedtodistin-
guish  between the presence of a birth  defect of Lhe fetus and other causes
of positive blood screening tests.

(1)  Alldia-feloprolcin. “Alpha-fcloprotcin“  means lhe protein suh-

sl;ince  in maternal serum and amnioric  fluid. the concentration of which
is ~cstcd to determine LII~ prtbhahility  that  the fetus has a neural ~uhc A-
feet.  iG)r thr  purpose  of rhcsc  regulations. alpha-feltjprotein  may he ah-
hrcvtatrd  and  referred  to as “At.?‘,”  maternal strum  alpha-fetoprotern
nlny  hc abbreviared and referred lo as “MS-AW.“and  amniolic fluid al-
ph;l-fcf~,prokin  may be abhrevialed and referred lo as “AF-AI-I’.”

(s) Analyte.“Analyle”n~eansanyco~~s~ituentorsuhsLar~cr  theconccn-
tration  of ~:;lich is related tothe presence ofa birth defect and is analyzed
and reported by prenatal scrcrning laboratories as part of a departrnental-
lyprovidedoradministered~ena~lscreeningprogramincludinghutno~
limitedtnalpha-fe~opro~ein.humanchorionicgonado~ophinandestriol.

0,) Method.  “Method”means the steps  and proceciures  used in a labo-
ratory tomeasure theconcentration ofanalytes in sa.mplesc~Fmalcmalsc-
rum  or amniotic fluid. Insuuments,  devices and reagents used are in-
cluded in this defmition. .

(i) Expanded AFP  Prenatal Birth Ikfects  Screening Laboratory. “Ex-
panded AFP  Fenatal  birth defects screening laboralory”means  a labora-
tory approved hy the Department toconducl prenatal screening laborato-
ry tests to  determine the concentration of analytes  and perform other
analysis related to birth defects specified as part of state administered
testing.

6) Clinician. “Clinician” means physician, physician assislanL  nurse
midwife, nurse practitioner or any other person licensed or certified by
the State to provide prenatal care lo pregnant women or to practice me&
tine. ---Y

(k) Prenatal Diagnosis Center.  “Prenatal diagnosis center”means  any
facility in California which isapprovedby  the Department to provide dif-
ferential diagnostic testsandprocedures for the prenatal evaluation or de-
tection of genetic diseases. disorders. and birth defects of the fetus.

(L) Initial Specimen. “Initial  specimen”means  the first adequate speci-
men collected from a pregnant woman pursuant to these reguiaticns.

(m) Initial Screening Positive Test.  “Initial  screening positive lest”
meansan ..ldaI  screening testofaspecimen  whichgivesapositiveresuh
as defmed by the Department for rep&g purposes pursuant to these
regulations.

(n) Inadequate Specimen.“Inadequa~e  specimen”meansa  bloodspec-
ime T  collected fror;;  a pregnanl woman which is not suitable in quality
orquantity.  wascollectedbefore  the lO%horafter cLe  Ia day01  gcbc”-
lion.  or was not documented with the clinical information necessary for
test resuh interpretation to perform valid prenatal screening for birth de-
fects of the fetus.

(0)  Repeal Specimen. “Repeal specimen” means a blood specimen
collected from a pregnant woman following the screening laboratoryre-
port that a previously collected blood specimen was either inadequate or
lhat  lhe screening test results were screening positive or inconclusive as
defied by tbe  Department.

(p) An Expanded AFP  follow-up vendor shall mean any facility, clin-
ic. institution. health maintenance organization. or physician that:

(I) submiLs  documentation verifying that it meets the standards pub-
lished by the DepaNllem for approval as a comprehensive prenatal diag-
nosis center entitled: Prenatal Diagnosis Center Standards and Defin-
lions  1997.  This document  in its entirety is hereby incorporated by
reference in this section;

(2) has had the dtrumentation  verified hy a state visit or;
(3) has had experience in rhe provision of follow-upof  women witi 4

ahnormal MS-AI’Presuhs asdelined by California’s MS-,WPProgram
prior IO April I. 1992:  and

(4) receives notification of approval hs a Prenatal Diagnosis Center;
and



- When no[ified tha~  a hltkK1 spccnncn  IS ~nxlequ,~~~*  I;v  kstins. ilit’
c an shall make a reasonable effort IO have  an ;rdequate  specimen oh-
tamedas  soon as possible  hut not more than five (5) days  af1t.r  such notifi-
cnlitm.

(g) Foreach  woman in theircare who was prenatillyscrerned  forbirth
defects of the fetus and who had an initial screening positive  ICSI,  the cli-
nician shall:

(I) inform  the woman thaw  authorized follow-up services  are available
a~ Iixpctnded  AFP  I:ollow-up  Vendors. and thaw  [he program parttcipalrcm
fees or lahoralory tesl  fee covers the aulhcGrizcd  services.
(2) Keport  on the form provided by the Ikprtment  for this purpose.

wtlhin  30calendardaysoftheendofIhe  pregnancy.  the outcome  of preg-
nancy and status of each fetus. or infant resulting therefrom.

(h)  T?te  lest  results shall he confidential so that such infomtaticm  shall
only he released with the knowledge and specific written consent of the
woman tested. Persons author&d  by the Department IO conduct and
monitor screening and/or to provide and monitor differential diagnostic
follow-up services shall he provided information without necessity of
sfticific  written consent.

(i) Recognizing the strict gestaticmal  and time limits wherein prenalal
delection  ofhirth defects of the fetus is feasible. clinicians shall make ev-
ery reasortahle  effort to schedule screening and differential diagnostic
[ests  and procedures appropriately with respect IO the gestational dates
of the pregnanf  woman.

Q)  Willful or repeated failure to comply with these regulations shall
he referred by any person  having knowledge of noncompliance IO the ap-
propriate licensing authority.
Norr:  Autboritycited: Sections 12SOOand  125070, HealtbandSafety  Code. Ref-
crrnce:  Sections 124980 (h), (c),  (d).  (h), fi) and 12.5070, Health Safety Code.

H~s-rott~
Ifiw  se&m  tiled  by the Deparxment  of Health Services  with  the  Secretary of

c on 4-746 as an emergency. effective  upon filmg. Submitted toOAL  for
.ntmg only pursuant to Government Code Section I 1343.8 (Register 86, No.

‘lb,.
2. New  wbsec~ion 0) filed by the Department of Health Services wltb  tbc  Secre-

caryofStateon~l688asanemergency:effccuve  7-I-8R.  SubmittedtoOAL
for printing nnly pursuant to Government Code Section I 1343.8 (Kcgirter  88,
Pie.  27).

3. Certifrate  ofCompliance  as to 6-l&88  order transmitted to OAL l&19-88
and fikd  I I-18-88 (Register 88, No. 48).

4. Amendment ftkd8-7-91  by the Department of Healtb Services wnb the Secre-
taryofState,cpetative  8-7-9l.SubmittedtoOALasanerncrgency  I&printing
only pursuant  lo Healtb and Safety Code section 309 (Register 9 I.  No. 50).

5. Amendment of section and rlom ftkd  6-14-96 as an emergency. operative
6-14-%.  Submitted to OAL l’or printing only pursuant IO Government Code
section 11343.8 (Regirtrr%. NC.  24).

6. Editorial cormctinn  of MAY  5 (Regrster  97. No. 12).
7. Amendmen  of subsections (a).(c),(d)(l) and (d)(2), repealer of subwcticm (e).

subsectinn rrkttertig. and amendment of newly designated subsectton (g)(l)
filed 3-l 4-97 by tbc  Department of Healtb Scrvlces  with the SecretaryofStatc;
oprattve  F-14-97. Submmcd  to OAL as an emergency for prtnting sly pur-
suanc  t o  H e a l t h  a n d  Safety C o d e  s e c t i o n  123300 (Regwter  9 7 .  N o .  1 2 ) .

0 6529. Program Partklpatbn  Fee.
(a) ‘Jhe Department shall collect an all-inclusive program pardcipa-

tion fee for each screening service program. The fee for maternal serum
alpha fetoprotein screening service for neural tube defects only  shall be
fifty-seven (57) dollars. The fee for maternal serum alpha fetoprotein
andonearmoreadditionalam+tesscreeningserviceforNTDandDom
Syndrome shall be one hundred and fifteen (I 15) dollars. The fee shall
be paid to the Department by the woman being tested or hy any third pafly
which is legally responsible forher care incbdingany health care service
plan. managed health care  plan. managed care plan, prepaid health plan
or orepaid  group practice health care service plan as defmed in o) licensed

rordance with Health and Safety  Code sectitm 1340 et seq.
.) Health care providers which contract with a prepaid group practice

health care service plan that annually has 31 least 20,ooO  births  among its
membership. may provide, wilhout  contracting with the Department, any
or all of the testing and counseling sew ices required to he provided under
this section. if the services meet quality standards established hy the De-

iI;:;(i;,r’(l’  ~I”  ‘ill  ;‘;.!I!  ” !i’I 1 ,!:.I:  ;~:CI.W  c)l-:i  f~~t’ssl~hllshetluntlt~r  thls  \(‘I
(ION uhlcll I\ .;ilct:tij  ~ttrlhutahle  ~rthe  I)ep~~lmt’scostofndnlmlster-
ing Lhe testing (K  counseling service and ‘arty  required [csttng  or
counselmg  services provided hy the state for plan members  during the
previous fiscal ycx.  Jhis  opti<)n  mttst  he executed under  terms of a writ-
ten ageement.  Payment hy the plan shall he deemed to fulfill any  obliga-
tion the provider or the prcwider’s  patient may have 10  the Department IO
pay  3 fee in clnncction  with the lesling I*  counseling service.

Non Aulhcw~~y  c114:  Scctwns  125070 and lZSOW(h)(l).  Health and Salrcy
Code.  Ret  “wee  Scccwns  1WXW(b). 11SWS.  l?WCO.  11.5055.  I2506O and
I2.5065.  Hea l th  and  Sa fe ty  Code.

HISTORY
I. NCH  ccctton  Illed  hy the  lkpartn~rn1ot’Hcalth  Serv~crs  WI  4-7-R6  as an cmrr-

gency;  ettecuve  upon lilmg.  SubmItted  to OAL for  prmtmg  only pursuant IO
Government  Code sectton I 1343.8 (Keglster  86. No. 16).

2 .  A m e n d m e n t  o f  suhsectmn  (a )  tikd  by  the  D e p a r t m e n t  o f  Heal*  Services  with
the Secretary of State on 6-16-W  as an emergency: etfectivr 7-I-88. Stth-
mltted  IO  OAL  for prmtmg  only pursuant to Government Code YCIIUI  I  1343.X
(Keg~ster  RR. No. 27).

3.  Crrtilicale  of Ccmphance  as IO 6-16-88  order tmnsmiued  lo  OAL It~lC)-RR
and fikd I l-18-88 (Reptster  XX. No. 48).

4 .  A m e n d m e n t  t i l e d  R - 7 - 9  I  h y  t h e  D e p a r t m e n t  o f  H e a l t h  S e w  i c e s  wth  the Secre-
tlrryofState;qxntive8-7-9l.Subm~tlrdtoOAL~~emergcncyforprint~g  ’
only pursuant to Healtb and Safety Code section 309 (Regtster  91, No. SO).

5 .  A m e n d m e n t  o f  s u b s e c t i o n  ( a )  filed6-W-92  w i t h  Secwtaryof  S ta te  by  the  De-
p a r t m e n t  o f  H e a l t h  Services;  opcn~ivc  7 - l - 9 2 .  S u b m i t t e d  t o  O A L  a s  an cmer-
gency for prmting only pursuant IO Healtb and Safety Cock sections 289.7(b)
and 309(h) (Kegater  92, No.  27).

6. Ceruticate  of Compliance as to 6-30-92 or&r tmnsmltted  to OAL 10-20-92
and fded  1  I-20-92 (Register 92, No. 47).

7 .  E d i t o r i a l  c o r r e c t i o n  o f  HI S T O R Y  5 .  ( R e g i s t e r  9 2 ,  N o .  4 7 ) .
8 .  A m e n d m e n t  o f  s u b s e c t i o n s  ( a )  a n d  (b)  a n d  a m e n d m e n t  o f  Ntm  f i l e d  6-6-97

as an  emc rgency;  opera t ive  6 -6 -97  (Reg is te r  97 ,  No .  24 ) .  >is  regulalory  ac-
t i o n  IS  deemed an  emergency  exempt  from  OAL  rev iew and  was  f i kd  dmctly
with  the Secretary of State pursuant to Health and Safety Code secums
I  25000(h) a n d  I2507O(b).  T h e s e  a m e n d m e n t s  shall  r e m a i n  i n  effect until re-
vised  or repealed by DHS pursuant to Health end Safety Code SCCtlOns
I2SOOOQ)  and I2SMO(c).

0 6531. Reporting of Neural Tube Debcts.
(a) Allcasesofneuraltuhedefec~  in a fetusoran infartlurtderorte  year

If nfvc  shall he reported lo the Department. Neural It&defects  shall mean
tiy  rnalformaticm  of the fetus caused by the failure of the developing
spine  and skull to properly close.

(b)  This report shall be made:
(I ) By the health facility in which the case is initially diagnosed;
(2) By the physician making the initial diagnosis if the case is not diag-

nosed in a health facility:
(3) Within 30 calendar days of the initial diagnosis;
(4) On the form  to be provided by the Department foi this purpose.

NOW  A u t h o r i t y  c i t e d :  S e c t i o n  2 8 9 . 7 .  H e a l t h  a n d  S a f e t y  C o d e .  R e f e r e n c e :  S e c -
tion 289.7. Health and Safety Code.

H~sro~v
I.  N e w  s e c t i o n  t i l e d  b y  t h e  Departmen  of  Hea l th  Serv ices  wth  the  SeLrr’ary  o f

State on l0-9-8Sas~emcrpency;effectiveupon  filing. Submitted 100ALfor
pruning  only plrsuant  to Government Code Section I 1243.8 (Register 85 No.
45).

3 6532. Reportia~ of C>-omosomal Disorders.
(a) All cases of Down’s syndrome a other chrotnosomal  defects in a

fetus OT  an infant under one year of age shall be reported to  the &part-
ment.  Chromosomal defects shall mean any abnormality in structure or
number of chromosomes.

@) This report shall be made:
( I) by the cytogenic  laboratory performing the chromosomal analysis

or by the physician making the diagnosis:
(2) within 70 calendar days of the initial diagnosis:
(3) on a form to he provided by the Depar,  nent  for this purpose.

Nm  Authority  c i t e d :  S e c t i o n  309.  Hea l th  and  Sa fe ty  Cc&.  Kefcrcncc:  Sc~tl~
30‘).  H e a l t h  a n d  S a f e t y  C o d e .

HISTORY
I.New sectton  fikd by the Department of Health Scrvwxs  with  the Secretary of

Slate  on 2-24-89 as an emergency.  operanve  on -3-I-89.  Submnted  IO  OAL
for  p r i n t i n g  o n l y  p u r s u a n t  t o  G o v e r n m e n t  C&e  Sect ion  I  1343 .8  (Reamer  89.
No. IO).



(5) signs a vendor agrccmcnt 10 prov&  such SCWICCY  u,  accordanc.c
with Ikpartmettt p~lic~cs  includulg ;I  fee  ~hedule  puhltshcd  hy tbc De
partment  entitled: Vendor Agreement March I. 1996.  and mcorpora~cti
by reference in thcsc  regulatk*ls. ‘17~  Ikpartmcnt  may thtain and pro-
vide reimbursement for ‘any  or all follow-up services authorized  as the
result  of MS-AI3  screening from any <X  all such approved vendors
Nom.  Author~cy  cited: Srrnons  I Lstxy)  and I 25070. ~calth  and sahy  ctwlc.
Rcfcrrncv:  Serlions  I2497.S-125050  and 12.~070.  Health and Salely  Code.

HISTORY
I. Nrw  arldc  2 (secfnms  6S2  I -6SZY.  not consecutwe)  lilrd  hy  tbe  Ueparuncnt

ol~Hcalth  Scrv~cs  with  the Secretary ofStale  o n  4-7-116 as  an  emergency.  et-
lccuve  upen  lilmg.  Submitted IO OAL for prmung  only pursuant IO  Cov~~n-
mcnl  Cc&  scclwn  I 134.1.X  (Regts~er  X6. No. 16).

2. Amendment of suhsect~n  (h) filed by Ihe lkpartmcnt  of Health Serwiccs  with
Ihe Secretary of Stale  on 6-16-88 as an emergency; effective 7-l-88. Sub-
mlttcd loOAL  forprintrn8onlypursuant  ~oGovcmmencCodc  sectton  11343.X
( R e g i s t e r  X 8 .  N o .  2 7 ) .

3. Cerlificalc  ofCompliance as to 6-16-88  order Iransmitted  to OAL IO-l9-XX
and fikd  I I-18-88 (Register X8.  No. 4X).

4. New suhsections(n~n)(?)and~endmcrntofNo~~kd4-2~92asanr~er-
_eency:  operative  4-20-92  (Register 92. No. IX). A Certtfiiate of Compliance
m u s t  b e  t r a n s m i t t e d  t o  OAL  8- l  8 -92  or  emergency  language  will  be repealed
by operation  of law on the followin8 day.

5. Certiticate  of Ccmplianct  as to  4-2&92 ader  transmitted to OAL 8-l 7-92
and filed 9-28-92 (Rqister 92. No. 40).

6. Amendmentofsubsection (n)(l). new  subsectrons  (n)(2) and (n)(4). subsectmn
renumbermg  a n d  a m e n d m e n t  o f  Notx  fikd  IO- I -92  as  an  emergency;  opera -
trvc  IO-I-92  (Register  9 2 .  N o .  4 0 ) .  S u b m i t t e d  t o  O A L  f o r  p r i n t i n g  o n l y  p u r -
s u a n t  t o  G o v e r n m e n t  C o d e  sectmn  11343.8.

7 .  Cer t i f i ca te  ofCompliance as  to  l&l-92  order  fikd  3 -3 -92  (Reg is te r  93 ,  No .
IO).

X. Amendment of sec11a1  and NOTE  filed  6-14-%  as an emergency.  operawe
6-Id%.  Submiwd  t o  Ofi  f o r  p r i n t i n g  o n l y  p u r s u a n t  t o  G o v e r n m e n t  C o d e
section  11343.8 (Rc@er  96.  No. 24).

Y. Edwmal  ccmzcticm  oi  HISTMY  8 (Regrsrer  97. No. 12).

I O .  A m e n d m e n t  o f  suhsectton  @)(I)  filed  3-14-97  b y  t h e  D e p a r t m e n t  ot  H e a l t h
Servias  with the Secntaryof State; operative 3-14-97.  Submitted toOAL  as
an emergency  for printing only pursuant to Health and Safety Code secucm
I25CW (Register  97, No. 12).

5 6523. Expanded AFP Prenatal Birth  Defects Screening
Laboratories and Analytical Methods.

(a) The Department shall approve Expanded AFP prenatal birth de-
fects screening laboratories. Such laboratories shall be licensed as clini-
cal laboratories under Divisitm 2, Clapter 3 (commencing with Section
12(x))  of the Business and Professions Code.

(b) Approved Expanded ,WY  prenatal birth dcfecls screening lcbora
tories shall be limited to the following:

(1) A  laboratory that shall have obtained a contract from the Depart-
ment under applicable laws and regulations IO provide laboratory ser-
vices in sufficient volume to provide the prenatal birth defects screening
test toall pregnant wonten  in a designated geographic areadeftted by the
Department. plus an emergency testing capacity that will be specilied by
contract. lhe Department will defme not more than 6 geographic areas
and may combine geographic areas if necessary to reduce costs or assure
statewide coverage.

(2) A laboratory exclusively serving a comprehensive prepaid group
practice or health care service plan with 25.OOOor  more births in the last
completed calendar year for which complete statistics are available may
beapproved for tcstingconsistent with the temtsof a mutuallyacceptable
contract for services.

(c) Expanded AFT  prenatal hi&t  defects  screening laboratories ap
pr~wedhy  the Ikprtntent  shall comply with all laboratory standards for
quality assurance issued by the Department and shall participate in a pry-
ficiency testing program approved an&or cmductcd  by the Department
and shall mnintain  levels of performance acccptahle to the Department.

(d) Analytical methods lobe  used in the measurement of each analyte
concentraticn  in maternal serum shall be designated and/or approved by
UIC  Department.

I  .Ncw  se~on  f i l e d  b y  t h e  r)epartment  o f  H e a l t h  Services  with  the Secretary of
SLNC  cm  b7i-Hh  as an rlnrrgency:  effec~e  upon tilmg.  Suhmrucd  toOAL  tc)r
prmtme. only pursuant ~oGovcmmmt  Ccxle  SectIon  I 1343.R  (Register  X6.  No
16) .

2 Amendme:,t  of Sectton  headme.  sectwn  and Now  liled  &lb96  as an rmcr-
Y

gency:  operatwe  6-14-96.  Submmcd  IO OAL for p&&h  &ly  pursuant IO
G o v e r n m e n t  C o d e  se&on  11.143.8  (Rcgtstcr  9 6 .  N o .  2 4 )

.J.  Edltorrill  cw~ect~un  of HISTORY 2 (Register 97. No. 12).
4. Kcpeal  ofsuhsections  (b)(3)  and (0 filed 3-14-97  by the IXpartmentofHralrh

SWJKTS  H.&I  the Sccrrtary  of State: operalive  2-14-97.  Submitted  toOAL  as
an emer&ency  fw  printmg  only pursuant to Health and Safety Ccdc  sc~~~w~
I25ooO  (Reptster  97. No. 12).

p 6525. Prenatal Diagnosis Centers and Laboratories.
lhe Department shall approve prenatal diagnosis centers and prenatal

diagnosis methods and lxpandcd  AH’ Birth Defect Screening Laboratc>;
ries and laboratory methods and shall institute such quality control and
proficiency testing as is necessary to assure the accuracy of testing. No
laboratory shall offer or provide prenatal birth defect screening diagttos-
tic tests on California residents  without having obtained prior approval
from the Department.
NOW  Authcrny cttcd:  Scctmns  I25050.  I25055  and 125070,  Health  and Salety
C o d e .  Rcfcrencc:  Sec t ions  124980,125000and  125070 .  Hea l th  and  SafctyC<dc.

HIS.~~RY
I.Ncw sec t ion  t i l ed  hy  the  Depar tment  o f  Hea l th  Serv ices  w i th  the  Secre ta ry  o f

State on  4-7-86 as an emergency:  effecuve  upon filiq..  Submmcd  toOAL  for
prmtmgonlypursuant  toGovemmentCodeSect.wn 11343.X(Reg~x  X6,  No.
16) . .?

2 .  A m e n d m e n t  o f  sectnm  headmg,  s e c t i o n  a n d  NATE  f i l e d  614-96  as an emcr-
gency;  cperattve  6-l4-%.  Submitted to OAL for prmting  only pursuant to
G o v e r n m e n t  C o d e  s e c t i o n  I  1343.8  ( R e g i s t e r  9 6 .  N o .  2 4 ) .

3 .  E&corral  co r rec t ion  o f  HISTORY  2  ( R e g i s t e r  9 7 .  N o .  1 2 ) .

p 6527. Clinicians.
(a) Clinicians shall provide cx cause to be provided to all pregnant

women in theircarebeforethe  14Othdayofgestation.orbefore  the 126th
day from conceptiat, as estimated by medical history or clinical testing.
infomtation regarding the use and availability of prenatal screening for
birth  defects of the fetus. This information shall be in a fomlat  to  be FN-
vided or approved by the Department and shall be given at the first  prena-
tal visit and discussed with each pregnant woman.

(b)  The provisions of subsection (a) shall not apply if the pregnant
woman has completed muTe than 140 days of gestation or 126 days p0s1
conception. as estimated by medical history or clinical testing. and this
fact is entered in the medical record.

(c) Clinicians shall cause to be provided to all pregnant women who.
after being provided with the informatim  pursuant tosubsection (a). vol-
untatily  request prenatal screening for birth defects of the fetus, the op-
portwt~ty,  the circumstances of which are to be documett!ed  in the med-
cal record. to read and sign an informed catsent  document in a format
provided or approved by the Department.

(d) If the pregnant woman consents to testing, the clinician shall ar-
range forprenacalscreeningdirectlyorbyrefenaitoanorherclinician  by:

(I) Fully and accurately completing all required specimen collection
forms provided by the Depamt for this purpose;

(2)CoIleclingorarrangingforthecollectionofan  initialspecimen fo-
lowing state directions for collection provided;

(3) As soon  as possible. but within 24 hours of collection. place or
cause lobe placed all initial and repeat  specimens in the channel of (rans-
mittal  IO the designated Expanded AFT  prenatal birth defects scrcc3ning  -
laboratory.

(c) Blotxi  collection forms and blcnxl collection and mailing kits
supplied by the Department shall not be copied. printed. reproduced. ac-
quired. purchased, substituted or distributed other than as specilied for
use in the Expanded AFT  Prenatal Birth Defects Screening Program ad-
ministered by the Department.



STATE OF CALIFORNIA HEALTH AND WELFARE AGENCY PETE WILSON, G o v e r n o r

JDEPARTMENT  OF HEALTH SERVICES
241744  P Street

I’. 0. Box 942732
Sacramento, California 94234-7320
(916) 654-8076

July 28r1998
MMCDALLPLANLETTER98-06

RECEIVED

JUL  3 1 7998
TO: All Managed Care Plans

JACKIE  SKAGGS
SUBJECT: CALIFORNIA CHILDREN SERVICES NUMBERED LETTERS 01-0298

AND 09-0598

Please find enclosed for your information two California Children Services (CCS)
numbered letters (NL) which are directed to County CCS programs.

NL 01-0298 describes CCS’ policy for authorization of automobile orthopedic
positioning devises for CCS eligible children. NL 09-0598 describes CCS’ policy for

f- authorization of Early and Periodic Screening, Diagnosis and Treatment Supplemental
Services request, including hourly nursing.

These letters are being sent for your information only to help you remain current
regarding CCS authorization procedures and to facilitate care coordination efforts between
managed care plans and CCS.

Sincerely,

Ann-Louise Kuhns,  Chief
Medi-Cal Managed Care Division

Enclosure
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CJEPARTMENT  OF HEALTH SERVICES ’
! D STPE'T

. >X 942-3:
SALdAMENTC CA 9423-322

(916) 654-0832
(9  I 6)  654-04~0  TDD Relay Februan, I 1. 199s

TO: All California Children Services (CCS) County Program .4dministrators.  Medical
Consultants, ChiefSupervising  Therapists. Medical Therapy Units. State Regional
Office Administrators. Medical and Therapy Consultants

_. -..

e -._

SUBJECT: DURABLE MEDICAL EQUIPMENT (DME) GUIDELINES ADDENDUM:
AL-TOVOBILE ORTHOPEDIC POSlTlONI;VG  DEI’ICES (AOPDS)

Introduction
P

CCS authorizes purchase of DME items that are medically necessaq  to treat a child’s
CCS-eligible medical condition. If the child is a Medi-Cal-eligible beneficiary. the CCS program
authorizes DME that is deemed medically necessary and is a benefit of the general Medi-Cai
program: or if the DME is not a general Medi-Cal program benefit, may request authorization as
an Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) supplemental service.

The CCS DME Guidelines were established in 199:  to provide criteria for purchase of
DME-Rehabilitation items that are considered medically necessary benefits cf the CCS program.
In those guidelines. AOPDs. or non-standard (commercially available) car seats and
harness/vests. were categorized as items that could be useful for the family. but llVere not
considered medically necessary CCS benefits. CCS now recognizes there are instances when
these items would be medically necessary to treat the child’s CCS-eligible condition.

Police

Effective the date of this letter. AOPDs are a benefit of the CCS program when they meet
the criteria applicable to the item listed in the enclosed addendum to the DME guidelines. CCS
will not authorize the purchase of standard. commercially available car seats or vests/harnesses
that are required by California state law for children are under 4 years of age and under 40
pounds. If the child is Yedi-Cal eligible. the request must be submitted as an EPSDT
supplemental services request in order for the equipment to be reimbursable by Medi-Cal.



P

All California Children Senices  (CCS) Count!.  Pro&Tam Administrators. 1ledlcal Conwltanrs.
ChiefYSupenrising  Therapists. Medical Therap>.  Lnirs. .5tare  Regional Office Administrators.
Medical and Therap>.  Consultanrs
Page 2
February 11. 1998

Policv Guidelines

Requests for .40PDs  must be reviewed and approved by the county CCS pro_eram
medical consultant or designee or the state CCS regional office therapy consultant prior to
authorization. Request for authorizations must be accrrmnanied by a current prescription. a
current medical repoq-&at  justifies the medical necessiv  of the item, and a physical theram
and/or occupational therapy absessment that addresses the criteria in the DME guidelines for the
item.

If you have any questions regarding this change in policy,  please contact Jeff Powers at
(916) 657-0834. Thank you for your attention to this matter.

Maridte A. Gregory, M.D.. Chief
Children’s Medical Services Branch

Enclosure
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CCS Guide For Purchase Ot P<JsitiOninc

Durable Medical Equipment Automnbils  Orthopedic Positioning De\.ices (AOPD)
Car Seats
Harnesses

Equipment

Automobi le
Orthopedic
Posi t ioning Devices
[AOPD)

Car seats

iarnesses  Vests

.Vedical  Necessity

Requires maGrnal to
moderate postural  suppon
to maintain a  safe  s i t t ing
position during
trat&po~ation

Same as car seats

Criteria

Child must  be over  4 years
of age ancJ  either over 40
pounds E over 4; inches
in length. & mdst  meet
one of  the fol lowmg
criteria:
1) Has moderate-minimal
trunk control sn-tmg
abil i ty,  moderate to
minimal lateral head
control and requires total
postural  support
2) At risk for breathing
complicat ions as a  result  of
poor trunk control  or
alignmem
3 ) Presence of a skeletal
deformity requuing  total
postural  suppon for safe
transportat ion

ihild must be over 4 years
of age & enher  over 40
pounds or over 40 mches
m length and meets one of
the three criteria for car
seats,  E due to defotmity
or surgical correcnons
must  be nanspot ted in
other than an upright
pozttion.

The child’s length. width 1
or physical deformity
precludes use of a
commerctally available car
seat
A harness or  vest  wil l  not
provide the child with .
enough srabihr)  IO remam
in proper alignment or
allow for safe transpon
Child cannot be
transported in ‘n*heelchatr
because the family does
not  own appropriate
vehicle to al low th i s .

The childs’  physical
deformit:  c: :runk
instability precludes use of
a standard seat belt  or
commerctally available
vest  or  harness.
A standard seat  belt  or
commercially available
vestharness will not
provide the child with
enough s tabi l i ty  to  remain
in proper alignment or
allow for safe transpon.
Child cannot be
transported in wheelchair
because the family does
not  own appropnate
\.ehtcle  to allow this.
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STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY

. /PEPARTMENT  OF HEALTH SERVICES

PETE WILSON, Governor

i/744  P STREET

.3. BOX 942732
SACRAMENTO, CA 94234-7320

(916)  653-3480
(916) 654-0476 TDD/Relay May 26, 1996

N.L. : 0 9 - 0 5 9 8
Index: EPSDT Supplemental

Services
Subject: Eatiy and Periodic Screening,

Diagnosis, and Treatment
(EPSDT) Supplemental
Services (SS)

TO:’ California Children Services (CCS) Program Administrators, Medical Consultants,
CCS Regional Office Medical Consultants, and CCS State Program Consultants,
and Nurse Consultants

_. -..

SUBJECT: EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND TREATMENT (EPSDT)
SUPPLEMENTAL SERVICES (SS)

x-
The purpose of this numbered letter is to clarify the procedure for EPSDT SS requests for

those CCS medically-eligible children who are MediCal,  full scope, no share of cost.

A.LLG

ALL EPSDT SS requests for a CCS-eligible  child with Medi-Cal,  full scope, no share of
cost, with the exception of requests for long term hourly nursing services in the home, are to be
sent to:

EPSDT SS Coordinator
Children’s Medical Services Branch
714 P Street, Room 350
P.O. Box 942732
Sacramento, CA 94234-7320
Ofice:  (916) 6544499
FAX: (916) 654-0501

Enclosed are all the forms necessary to submit an EPSDT SS request. Please remember
that the EPSDT SS WORKSHEET must accompany each request. The check-off lists are for
CCS staff to use in preparing the request. The other forms are provider forms and must be
completed by the provider and returned to the local county CCS program. When preparing an
EPSDT SS request, please refer to California Code of Regulations, Title 22, Division 3, Health
Care Services, Sections 51164,51340,51242,  and 51013. Section 51340(e) specifically
addresses the type of documentation that must bo  submitted with a request. When the CCS
program has gathered all the necessary information to support the EPSDT SS request, the
request may be submitted to the EPSDT SS Cocrdinators  at the State CMS office.



California Children Services (CCS) Program Administrators, Medical Consultants, CCS Regional
Office  Medical Consultants, and CCS State Program Consultants, and Nurse Consultants
P a g e  2
May 26,1998

All requests for EPSDT SS long term hourly or shift nursing services in the home are to
be submitted by the provider on the format prescribed by Medi-Cal to:

_  -..

In-Home Operations Intake Unit
1801 Seventh Street
P.O. Box 942732
Sacramento, California
94234-7320
(916) 324-5940
FAX (916) 324-0297

The In-Home Operations Unit does the review and determination for EPSDT
Supplemental Services long term hourly nursing services in the home and continues to do case
evaluation for the Waiver Services such as the In-Home Medical Care Waiver, Nursing Facility

/-- Waiver, and the Model Waiver.

If you have any questions, please contact Sally Paswaters, R.N., at (916) 653-8784, or
Galynn Plummer-Thomas, R.-N., at (916) 6533480.

Maridee A. Gregory, M.D., Chief
Children’s Medical Services Branch

Enclosures



_  -

Enclosures

A .
B.
C.
D.

E.
F.
G.
H.
I.
J.

K.
L.

EPSDT SS WORKSHEET (which must accompany each EPSDT SS request)
EPSDT SUPPLEMENTAL BENEFITS REQUEST FOR AUDIOLOGY SERVICES
EPSDT SUPPLEMENTAL SERVICES REQUEST FOR MEDICAL FOODS
EPSDT SUPPLEMENTAL SERVICES REQUEST FOR MEDICAL NUTRITION
ASSESSMENT.
EPSDT SUPPLEMENTAL SERVICE REQUEST FOR MEDICAL NUTRITION THERAPY
PULSE OXIMETER PROVIDER FORM
PULSE OXIMETER CHECK LIST
OCCUPATIONAL THERAPY REQUEST DOCUMENTATION CHECKLIST
DURABLE MEDICAL EQUIPMENT REQUEST DOCUMENTATION CHECKLIST
REQUEST FOR MENTAL HEALTH ASSESSMENT ONLY and the REQUEST TO
PROVIDE TREATMENT
MEDICAL OPERATIONS DIVISIONS DEFER THE TAR TO REFER TO CCS
MEDI-CALOPERATIONS DIVISION HEADS UP LElTER TO CCS THAT A PROVIDER
HAS BEEN REFERRED TO OBTAIN THE SERVICES FROM CCS



state of CalifmiaHealth  and Welfare  Agency Department of Health Sewices
Children’s Medical Services Branch

,--.
CHILDREN’S MEDICAL SERVICES (CM)  BRANCH

CALIFORNIA CHILDREN SERVICES (CCS) PROGRAM
I 1

EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND TREATMENT (EPSDT)
SUPPLEMENTAL SERVICE*  (SS) WORKSHEET

Patient Name: DOB:
(Last, First, Middle Initial)

CCS County/or Regional Office: CCS Number:

Social Security Number: Medi-Cal Number:

CCS Medically Eligible Condition Related to EPSDT SS Request:

SPSDT  SS Requested:
tf Applicablr, Include Frequency  and/or  Duratio;P  ri XPSDT  SS:
tf Applicable, Indica*-Cost  of Supply, Product, or Equipment:
late This EPSDT SS Request Was Received in Your CCS Office:

ias  County already authorized this request?, Yes 0 No 0 Dates:

Cs This Request a Renewal of a Previously Authorized EPSDT SS? Yes 0 Noa

Jame of the Provider and/or Facility Providing EPSDT SS: .Wee-sBI--------.v-uI_ - w e -- - - - - - e -----I---------
Yes No

L. EPSDT SS request is to treat a CCS-eligible condition/or complication thereof? 0 0
If no, attach justification of EPSDT SS request.

L. EPSDT SS is a Medi-Cal benefit? 0 0

3. EPSDT SS is a CCS benefit? 0 0

4. Provider requesting to provide EPSDT SS is an enrolled Medi-Cal provider? 0 0

5. Provider requesting to provide EPSDT SS is a CCS paneled provider? 0 0

6. Provider requesting to provide EPSDT SS is employed by an enrolled Medi-Cal provider? 0 0

7. Is there alternative care which is less costly than the EPSDT SS? 0 0
If yes, identify alternative care and its cost:

8. Is patient an In-Home Operations client? 0 0

County Recommendation(s): Central Office Decision: To
Central Office

Conunittee  (comm)  Code:
Date Presented to Comm:

By: By: Coxmn Decision Code:
Phone #: Phone #: Comm  Decision Date:
FAX #: Date County Notified:

Date:Date: Consultant Code: _
- ~

Mail nr Fax the required  d-listed  below to: children’sMedicaIsenricesB~
+ EPSDTSS  Worksheet EPSDT V-
+ sqJpor6ngdacumentationw-how 714PSfmt,Rootn;350

the EPSDT SS  reqwst  meets the  defmition P.O.  Box 942732
ofBection51340#,TrrLEz s#ramcnto, CA 95814

+ FcmforspecikEPSDTSSca&xy,completedby Of&e: (MS) 854-04@  ~(916)  654-0832
pmhders.fornutrition,pulseolartcr, ixI (9lB)B!%am
mmtalhealWdent4andaudiologyserviar



MEZDI-CAL  EPSDT SUPPLEMENTAL SERVICES, REQUEST
(Audiology oervicaa,  axhlear  implant, AL,Da  and nonconventional hew  ai&)

(CCS NOTE:  h&de  t&b  form with the CCS EPSDT nequed  tom.)
. DATE OF REQUEST:

NAME: DOB: MEDI-CAL#

-Y OF CONDITIONS FOR THIS REQUEST:

Primary  diagnosis:
Other dxz

Age of onset:

Functional impairment(s):
Etiology:

CURRENT S'l!ATU8z  Pl@cal  hei&&
OtOlOgiCdZ

~ -..

Audiological:

Amplificatiolx

Education Placementz

Communication level and mode:

/L‘-’ ,

Cognitive ability/kooperatioxx

Describe all current program/treatment enrollment:

PAmAMlLY  EXPECTATIONS:

PRIOR  TREATMENT FOR THIS  CONDITIOM

W H Y  A R E  - A L  S E R V I C E S  N E E D E D ? :

TREATMENTPLAN:
Specific services or device requests:

,,--



- Lnng  and short term goals:

This plan difks  iiwm  previous treatment because. . .

Expected outcomes:

HOW will this tnq~hmntal  treatment augment current treatment?

1. Medical  clearance or refd  for serviw (if old CCS case). 2. Audiological report to

QIPOI%  request.  3. Speech  and language reports to support request. 4. Fhvious treat-

ment ptigress reports. 5. Audiogram. 6. Other useful-tiormation for 3FBD’I’  review.
7. Any other data to support  your request.

@k.rd

(Requested &-and  Facility Name) (&d&Cal  Provider  Number to be authorized)

FOR OFFICIAL? USE:
1

DATE RECEIVED: DATE REVIEWED:

ADDITIONAL  INFO NBEDBD:

RRSFONSE  DATEC: BY:
EPsIYr  RRVIEWER



PRE-cocHLJ3AR lIMPuwT QUESTIONNAIFE FOR REFERRAL SbURCE
CHILD‘S NAME:
Diagnosis of bilateral deafness, establiehed  by audiologic and medical evab@tion:

Enclose current reports of audiological  evaluation, current audiogram, the make
and model of hearing aid(s), electro-acoustic hearing aid data, and hearing aid
performance (unaided vs. aided) thresholds.
ANSWER (YES/NO)  to the following:
Is hearing loss greater than 90-95 dB HTL in the better ear?
Are aided better ear hearing thresholds above 1000 Hz poorer than 50  dB II’lL?

L Are hearing aids used consistently? All waking hours?
Is speech discrimination  for simple sentences and words less than 30??

Cognitive ability to use auditory  cues:
Does the child cooperate during clinic visits?
Does child comprehend speechkigning  used  during your interaction?
Does child understand and respond to commands:?
Does child-use situational cuing for understanding?
Is child aware of speech as cornmtication  medium?
Does child include expression (facial or body language) in communication?
Does child use voice without signs for communication?
Does child .attempt’  to use oral communication?
Does play interactively with other children and/or family members?
Is child considered Immature, dependent on others to initiate action?
Do parents comply with clinical recommendations for carry over in the home to

obtain maximum use of amplification and for keeping appointments?
Are parents aware that there is an external device worn with cochlear

implant unit?
Are parents informed of ,all  options available to deaf children?

Comment:
A-ovider’s  assessment ofi  Motivation of candidate and/or commitment of familtim
giver(s) to undergo a program of prosthetic fitting and long-term rehabilitation.

F’rovider’s  assessment of Realihic  expectations of the candidate and/or  family/
caregiver for post implant educations&xational  rehabilitation as appropriate.

Provider’s assessment of the ~hild’s educational  program:

Provider’s assessment of the chiid’s individual aural (relhabilitation  program:



- Additional Com#nts:

Name, address and telephone number of child’s educational program:

Teacher’s Name:

Name of private setting and cl’inician  and telephone number (if appropriate):-

. . . .

Revised 5/6/97 rjo



Early, Periodic Screening, Diagnosis ar3  Treatment Supplemental Services
PROVIDER REQUEST FOR JVIEDICAL  FOODS (as defined on the back)

r’rovider:  Please complete the following information and attach readable copies of current history and physical, progress
notes, laboratory reports, anthropometric data/growth grids, or any other information that supports the request. Omission of
information may result in a deferral or denial of the request.

PROVIOER  OF MEOlCAl  NUTRITION THERAPY:

Phone

Mediil  Provider Number (ii billed through lhe RO)

PRESCRIBED BY:
HeaMl  care  Provider

DATE OF YOUR REWEST: I I

Mediil  Provider  Number (I billed to out@ient  clinic)

MediiINumber(orSaplSewrltyNumber) CCS  Number

0 A written prescription signed  by a CCS paneled physician for the specific Medical Foods is attached.

0 A copy of the nutritional assessment and treatrnent’plan done by a CCS paneled registered dietitian (RD) is attached.

!7r. Attach either a CCS Request for Service form, or a Treatment Authorization Request (TAR) if you are a Medial  provider
requesting fee-for-setice.

Principleoiagnwis SignificantksociaWOiagfmk OatedOrtset.Etio&yiflmanm

Clinical significance or fundiod  im@rment(s)

Significant kk!kal  m (rwnunbwto  attach  ammmiele  medical  nsads  to support you/ mqusst Des&a  what sewices am being pmvfded  by (he physicicm)

Medical  justification for  specilic  diitary  management of a diise or condiion  for which specific nutritional requirements exist (guidelines on the back):

0 Provide documentation that includes: r/ type of medical food(s), / cost of each medical food, / total amount of each

medical food to be provided for the specific period to be covered by this authorization, ti name of the pharmacy  which will

dkpense the medical food, and d percentage of medical food products which are snack foods (s 10% of the total cost limit)

Submit to the local CCS program or Me&-Cal fleld office.
If you have questions about using this form, please call the local CCS program or MediCal  field office.

CMS 11196 c:~n~~psdt.too



Early, Periodic Screening, Diagnosis and Treatment Supplemental Services
U’JFORMATION ABODNG MEDICAL  FOODS

Medical foods are replacement food products which are:

J Specially formulated to be consumed or administered enterally;

4 Intended for the specific dietary management of a disease or condih’on  for which specific nutritional
requirements exist:

J Prescribed as medically necessary by a California Children’s Services paneled physician;

ti Purchasable only through a pharmacy;

ti Required in p/&e  of food products used by the general population;
_ . . .

(/  Are safe for the individual EPSDT-etiiible  beneficiary and are not experimental;

ti Generally accepted by the professional medical community as effective and proven treatments for the condition
for which they are proposed to be used (scientffrc  evidence published in peer-review journals).

When justifying the medical necessw  for specific dietary management of a disease or condition for which &e&c
nutritional requirements exist, include in your statement:

(/  The necessity for the medical foods to treat or ameliorate the beneficiary’s medical condition;

ti The reason food products used by the general population cannot be used for the medical condition;

d Documentation that the food products are specially formulated for the specific  dietary management of a disease
or condition for which specific nutritional requirement exist;

(/ Documentation that they are not requpted solely for the convenience of the beneficiary, family, physician, or
other provider of services.

ti Documentation that the medical food products are the most cost-effective, medically accepted mode of
treatment available and that they improve the overall health outcomi  as much as, or more than, the established
alternatives.

Here is a sample list for medical food products for a child with phenylketonuria (PKU):

Medical Food Product Product Code Package Amt Unit Cost # of Units for 6 mo TOTAL COS

dp Baking Mix DPBM0604 4 lb bag s 15.00 4 560.00

Low  prc cookies l 16  oz  box s5.00 1 s5.00 l

l Snack foods are 7% of the Total Cost (5 10 %) TOTAL COST $65.00



Early, Periodic  Screening, Diagnosis and Treatment Supplemental Services
PROVIDER REQUEST FOR MEDICAL NUTRITION ASSFSSMENI

Provider: Please complete the following information and attach readable copies of current history and physical, progress
notes, laboratory reports, anthropometric data/growth grids, or any other information that supports the request. Omission of
information may result in a deferral or denial of the request.

DATE OF YOUR REQUEST: I I
P R E S C R I B E D  B Y :P R O V I D E R  O F  S E R V I C E S :

Rag~stered  Din Heal th  Care  Prov ider

Address

P h o n e

Medi-Cal  P r o v i d e r  N u m b e r  ( i f  billed  t h r o u g h  t h e  RD)

__:.:..:. .._:  ._.  ‘._. .,:_.  :.
:_::._:  ,..::_...,,..

.:,, ,.:  ._.:. :.: :::z:  ,i :::_  A:::.  :.. :.,_. ....

.‘.”
..j :.....

..,  .:...
:,  : $AmEg

“. ::

PatientName

_ -..
Medll  N u m b e r  ( o r  S o c i a l  S e c u r i t y  N u m b e r )

Address

P h o n e

Medial  Provider Number (ii billed to outpatient clinic)

I
CCS Number

q A written, signed request by the patient’s physician for medical nutrition  assessment is attached.

0 Attach either a CCS Request for Senrice  form, or a Treatment Authorization Request (TAR) if you are a Mediial provider
- requesting fee-for-service.

lciple  Diagnosis SiinificantksocMsd  Diagnosis DateofOnsetEtiologyifkvrwn

P r o g n o s i s

C l i n i c a l  s i g n i f i c a n c e  o r  fuwtional  i m p a i r m e n t ( s )

Med ica l  Justificabon  f o r  P r o v i d i n g  Nutnbon  Assessment

Anbc~pated  Frequency  and  Durabon  o f  t h e  Nutrition  A s s e s s m e n t  ( e . g .  n u m b e r  o f  vwts a n d  a m o u n t  o f  t i m e  p e r  valt).

-.

(x  h o u r  = 1 umt)

TOTAL UNITS

I When complete, submit your request to the local CCS program or MediCal field oftke.
If you have questions  about using this form, please call the local CCS program of Medl-Cal  field office.

CMS 11196 c:\pcnn~~.ass

d
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T--- Early, Periodic Screening, Diagnosis  and Treatment Supplemental Services
PROVIDER REQUEST FOR MFDICAL NUTRITION THERAPY

Provider: Please complete the following information and attach reedable  copies of current history and physical, progress
notes, laboratory reports, anthropometric data/growth grids, or any. other information that supports the request. Omission of
information may result in a deferral or denial of the request.

PROVlDER  OF SERVICES:
Registered Didian

DATE OF YOUR REQUEST: I I
PRECRISED  BY:
Hedth  Car.9 Provider

Address Address

Phone Phone

Mediil  Provider Numbef  (ii billed through the RD) Mediil  Provider Number (if billed to outpatient dinic)

j:..:  .-...::::::  .:’ ..:’  .:::.  ,:.::  .,..... : : : :

~ -.. COU*oiR-

I
MediilNumbef(orsociel~NumbN) OCS  Number

0 A written, signed prescription by the physician for medical nutrition therapy is attached.

,D Attach either a CCS Request for Service form, or a Treatment Authorization Request (TAR) if you are a Medi-Cal provider
requesting fee-for-senrice.

IJ A copy of the nutritional assessment done by a registered dietitian (RD) is attached.

0 A nukitional  plan of treatment, including therapeutic goals and anticipated time for achievement, is attached.

0 Parenfflegal guardian and/or patient agree(s) to cooperate with  the proposed medical nutrition therapy.
Principle Diagnosis Siinitiauit  i&o&ted  Diegnosis DatedOfl&,EtiotogyiflUKWl

PmgWSiS

Clinkel  signiticance  or functjonel imfainnent(s)

Mediil Justification for Providing hkkal  Nutrition Thefapy

nrrapamd  Frequency end Dunbon  of the MedicoI  Nutrition Therapy for a Period of (6) Six Months: (x  hour = 1 unfit)
Total Units

Submit to the local CCS prog.,...  _.  ,.Ai-Cal field office.
tf you have questions about using this form, please call the local CCS program or Medi-Cal field office.

CMS 11196 c:\pennkqsdt.the



/-- 714t744  P STREET
‘. 0. ml  942732

SACRAMENTO. CALIFORNIA 9423673B
(Sla)  a-a21

Date: OXIME’IER  INFoRMATION
Initial Request t

Renewal  l 7

hrknt Name: DOB.: Age:

TO BE COIWPLET’ED BY M.D.

Diagnosis (List all pertincn~  be specik):

0, fcquircmaft  - Yi flow, duratio&  etc.:

Give recent oximeter  readings. include ran&,  avcrage.‘and  dates. Des&be  fluctuation(s):

List other monitors or alatms  to be used. Explain why these ate  not sufkient:

Explain what intervention caregiver will p&ide  based on o.ximttcr  readings.

Estifnate  length of need  for oximeterz

Physician’s Signature PrintName&License
DasC

P ‘i
Ph 5 &u)5  sibt&q

Attach MD’s recent outpatient evaluations and notes, or a ngrra  cd summary. Also, attach a copy of
H. & P. and discharge summary of most recent hospitalization, or a progress summary if currently an
inpatient. These RECORDS ARE MANDATORY for consideration of request.

Model requested: Brand:
2
G Monthly rental: S Provider’s actual invoice purchase cost: S
8

,-- $ List the least cxpcnsive  model available on the market:

Cost of rental or purchase of this model:

Explain why this model is noL adequate for this child:



/--
0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

EPSDTSS PULSE OXIMETER REQUEST CHECK LIST

EPSDT SS Worksheet

Pulse Oximeter form filled out (preferably by a Pulmonologist).

Signed physician’s prescription for pulse oximeter.

History and physical or current discharge summary. Include full center report that
specifically justifies the request for a o&se oximeter.

Documentation of significant respiratory or cardiopuhnonary disease requiring
continuous in-home monitoring (include frequency and readings)(basicaliy
instability).

Documentation of variable oxygen needs - requiring immediate changes by
caregiver.

Oxygen settings and duration.

Is child on a ventilator in the home? If yes, how many hours per day .

Current 02 saturations if machine already in the home.

What other related equipment in the home, i.e., Apnea monitor.

Explanation of why just monitoring signs and symptoms is not enough.

Explanation why periodic outpatient monitoring would not be effective.

Explanation of what interventions the caregiver will provide based on oximeter
readings.

Rental vs. purchase.

Anticipated length of need.

Documentation that parent has been trained in the use of, and interpretation of
reading from the pulse oximeter.

Is the child receiving licensed nursing services in the home? If so how many hours
per day? Waiver or EPSDT Supplemental Nursing Services?

EPSDTSS?PULOXliiupdated  04/2o/1998



EPSDT Supplemental Services Occupational Therapy Request Documentation Checklist

The purpose of the EPSDT Supplemental Services Request Documentation Checklist is to assist county CCS
programs and State CCS  Regional Offices in assembling &&&  information required for processing of an EPSDT
Supplemental Services request by the designated EPSDT Supplemental Services subcommittee. Use of the
checklist may prevent either delays in processing caused by the subcommittee’s deferral  of a request for more
information or denial. Omission of applicable information on the checklist may also cause the request to be
deferred or denied.

- Genera!
0 OT services requested exceed 2x per month
0 Patient is not receiving OT through the Medical Therapy Program

Current Physician’s Prescription
0 Specific for service to be provided (by discipline)
0 Frequency and duration of prescription identified

_. -..
Current Physician’s Report

0 Physical findings
0 Addresses need for therapy intervention
0 Identifies condition that therapy will correct or ameliorate
0 Treatment plan identifies functional goal(s) for therapy intervention

,- Current Occupational Therapy Report
0 Physical findings
0 Summary of finctional  deficits to be addressed by therapy
0 Patient’s functional status in each area of deficit to be addressed
0 Treatment plan includes functional goals to address deficits targeted by

therapy assessment, and anticipated time required to achieve these goals
0 PatientKaregiver  input into the treatment plan
0 Functional outcomes/benefits of any previous therapy services

FOR CCS USE ONLY (413196)



EPSDT Supplcmcntnl  Scrviccs Durable  hlcdic:rl  Equipment  Rcqucst Documentation Checklist

The purpose of  the EPSDT Supplemental  Services Request  Documentat ion Checkl is t  i s  to  ass is t  county CCS programs and
State  CCS Regional  @Iices  in  assembling legible information required for processing of an EPSDT Supplemental  Services
request  by the designated EPSDT Supplemental  Services subcommittee. Use of the checklist  may prevent ei ther delays in
processing caused by the subcommittee’s deferral  of a request  for more information or denial . Omission of  appl icable
ird~rmation  on the checklist  may also cause the request to be deferred or denied.

General
0 DME item ti a benefit of the regular Medi-Cal program
0 DME item k a benefit of the CCS program or treats CCS eligible condition
0 Provider informntion  (provider name, nddress, phone number, and Medi-Cal provider

status/number)
0 Catalog listing, prices, description/photo of item(s)

Current Physician’s Prescription
0 Specific for DME item
0 c _,. Identifies significant modifications/additions to basic item

Current Physician’s Report
0 Physical findings
0 Addresses needs for specific DME item

,---

Current Physical Therapy/Occupational Therapy Report
0 Physical findings
0 Functional status related to DME item requested
0 Home/School/Community Accessibility Assessment (ii applicable)

The following items must be addressed in either the MD’s or PT/OT  report:

Justification (initial item)
0 Medical necessity of basic DME item
0 Each addition/modification/accessory to basic DM.E item

Justification (new/replacement/upgrade)
0 Why cuirent item no longer meets patient needs
0 Functional opportunities new item/upgrade prbvides
0 Medical necessity of basic DME item
0 Each addition/modification/accessory to basic DME item

Comparisons (if applicable)
0 What other similar DME items were considered?
0 Why this particular DME item was chosen over others considered.
0 Is this the most cost effective method of meeting pat&t  needs?

Trial Period (if applicable)

Follow-Up Training (if applicable)

f-
Meets all requirements of CCS DME Guidelines

FOR CCS USE ONLY (4/3/96)
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CACIFORNIA CHILDREN SERVICES/EPS?T  MENTAL HEALTH SERVICES REQUEST
/ /9 DATE OF ADDED REOUEST / /9

I. CLIENT IDENTIFICATION:

CLIENT NAME

HiED-CAL  NUMBER
(14  digits)

DATE OF BIRTH

COUNTY/CCS#

II. PROVIDER INFORMATION

PROVIDER NAME EPSDT %/MC#

PHONE NUMBER LICENSE TYPE

ADDRESS LICENSE #

CITY ZIP
. .

III, SERVIcm:  'REQUEST,.AND-.~S=~~I~~~~(A  ADDITION+SIiEETS;IF.  NEEDED)

INDICATE NUMBER OF SESSIONS -INDIVIDUAL :j+ ;FAj&f;Y  ., .:::I b) ..y';.:Fmilv  th=raDv
REQUESTED: FAMILY "PBERAPP:.  .I.:'.  ,; 1; :,.;will  :.:,
(INDICATE GOALS FOKii?ACR - GROUP '.:,&@aEsTED, x :. '. ,j; ?.

-TYPE OF SERVICE REQUESTED .,:,$&i~ :::.,.  .. ; ;; :,..j-i*&&  :
IN SECTION IX) Other: i,+$&&.  $&$y .I.,  : 'I; :; ,. .:> : ;..:::::.  :.:.,d  .! $': j . . ,,,,, .:..  .:'."' : . . .:

TIRE NEEDED' TO COMPLETE
ABOVE SESSIONS= -

.iRlbi!lONS~PS~~,~  :)I,,
'. &j;pER;S(jNs.,

,.I,,  :..:.:..  .;  ..,,:  :+i:.:.. :':).  ::j;  ,' " "'.:.I:  :.:.w.  ,: >..:.:. :,..'  . .
WEEKS :",~~'j:*E...~j;,  .;;  .: ., {$g 1::::  y:::, .." '$5::.  : ;.

: .::*j&J&,j:  ;: ,..,.  :;.$  $Q;::  ;' .:. . . . . . . . . . . ,......:,,:...  ," :: ,. ,".:.' . . . ,:'.'.. .,.  . . . ...
.:. .',.  ',  .:  : ,:.. ..' :, .. : ::

HOW WAS CHILD REFERRED AND
WHY (INCLUDE AS MUCH AS IS
KNOWN  ABOUT PRESENTING
PROBLEM-FREQUENCY
CIRCUMSTANCES, ETC.)

OTHER AGENCIES INVOLVED
WITH CLIENT/FAMILY

YOUR EXPERIENCE PROVIDING
SERVICE REQUESTED TO
2ERSONS  THE AGE OF THE
CLIENT

.  .
'rv.-FtJicTIoNAL amdENTs

I I HOME

[ ] SCHOOL/WORK

[ ] SOCIAL

[ ] COMMUNITY

[ ] MEDICAL/OTHER

Attach psychosocial reports if any available.
YOU may stop here if no more than 3 evaluation sessions are requested



V. HISTORY OF PROBLEM Name of Client Pg.2

r?

VI. PREVIOUS. 'btEA& FOR PiZOiLEhi  tHkOME(S):
'.

FROM To SERVICES PROVIDED/PROVIDED BY RESULTS OF
SERVICES

AXIS I CLINICAL

AXIS 2:PERSONALITY

AXIS 3: MEDICAL

AXIS 4:
PSYCHOSOCIAL AND
ENVIRONMENTAL PROBLEMS

AXIS 5: GLOBAL ADAPTIVE CURRENT
FUNCTIONING-BEST GAF

3



IX.TREATMENT  PLAN/GOALS: NAME OF CiIENT Ps 3

GOALS FOR INDIVIDUAL THERAPY

GOALS FORfCHECK ONE): GROUPf  1 FAMILY THERAPY1 1

r1lmLrrie BASELINE/CURRENT SHORT TERM QOALS/OBJEC!!FZVES: If family therapy is
STATUS requested some goals should be for changes in family

functioning)

[N c -..
DNTHS

:N
lONTHS

IN
MONTHS

IN

MONTHS

IN

MONTHS

IN
MONTHS

TREAk METEODS/EXPLFLNATION  OF TREATMENT PLAN:

'I CERTIFY THAT THE CLIENT'S PARENT(S) OR CLIENT, IF OVER 18 AGREES TO THE TREATMENT
PLAN:

SIGNATURE OF THERAPIST f~~P.~l

3



Date: / 19 Name of Client
- -TO~QUEST EXTENSIONS OF PREVIOUS AUTHORIZATIONS FOR TREATMENT

Pg.4

Please sendcopies  of pages l-3 with this page to extend previously authorized
treatment

PROGRESS MADE DURING PREVIOUS TREATMENT:

REASONS FURTHER TREATMENT IS NEEDED:

CHANGES IN GOALS/OBJECTIVES

NEW TARGET’ DATE CURREmTBASELINE NEWOBJECTIVE

II

f



EPSDT SUPPLEMEKTAL  SERVICES MENTAL  HEALTH SERVICES REQUEST DATE OF REOUEST:5/7/96

- - I. CLIENT IDENTIFICATION:

CLIENT NAME SMITH, Nancy DATE OF BIRTH 7-15-84

MED- CAL NUMBER 59-90-9666666-6-66 COUNTY CCS/NA 55555555

II. PROVIDER INFORMATION

PROVIDER NAME Ima Goodworker, LCSW AGENCY

PHONE NUMBER (777)777-7777 LICENSE TYPE LCSW

ADDRESS P.O.Box  66666 LICENSE NUMBER LCS 00000

CITY Anytown CALIFORNIA ZIP 95888

,--

II III. SERVICE.

II INDICATE NUMBER OF
SESSIONS
REQUESTED:
(INDICATE GOALS
FOR EACH TYPE OF
SERVICE REQUESTED
IN SECTION IX)

HOW WAS CHILD
REFERRED AND WEIY
(INCLUDE AS MUCH
AS IS KNOWN  ABOUT
PRESENTING
PROBLEM-FREQUENCY
CIRCUMSTANCES,
ETC.)

OTHER AGENCIES
INVOLVED WITH
CLIENT/FAMILY

YOUR EXPERIENCE
PROVIDING THE TYPE
OF SERVICE
REQUESTED TO
PERSONS THE AGE OF
THE CLIENT

LT'TACH ADDITIONAL SHEETS XF ,NEEDED)EQUEST.AND~JUSTIFXCATION(P

4INDIVIDUAL

4 FAMILY

IF FAMILY
THERAPY Familv theraov will
REQUESTED,
INDICATENAMES include Nancv and-..

GROUP
- Other: RELATIONSHIPS her mother
m NEEDED TO COMPLETE OF INDIVIDUALS CONTINUED ON ATTACHED
ABOVE SESSIONS=8-lOWEEkS TO BE INCLUDED SHEET: Yes No x

This is an almost 12 year old child with diabetes requiring
insulin injections and asthma. The request is for an eight
session extension of treatment. Nancy's mother's work schedule had
changed which reduced mother's availability to the child just as
treatment was ending, and Nancy regressed. She had a depressive
episode which included increased lethargy, she quit doing
homework, and she stopped drawing and preparing her injections.

U. C. Medical Center-Jane Do, MD

Many years experience working with children and certified by Play
Therapy Assn.

'YOU CRS BTQP  RRRE IF TEE REQUEST  IS FOR AU?EBORI%ATION  OF 1JO Jl0.m TEAM TEREE EVNUATIOM SESSIOlJS

IV. DSM DIAGNOSIS: Give code and descriptions with date of onset, if knoti

AXIS I CLINICAL 309.0 Adjustment disorder with depressed mood

AXIS 2:PERSONALITY No DX

AXIS 3: MEDICAL Insulin dependent Diabetes and Asthma

AXIS 4:
PSYCHOSOCTAL AND
ENVIRONMENTAL
PROBLEMS(Describe)

Change in single, working mother's hours, social isolation, with
no supports for mom or Nancy

'"TS 5: GLOBAL 70 CURRENT GAF 60
ADAPTIVE
FUNCTIONING- BEST CONTINUED ON REVERSE

4'



.j

V. HISTORY OF PROBLEM

Nancy talked of suicide at the beginning of treatment and no longer does so. She began
to comply with her medical regimen, became less lethargic and began to take interest il

r

her studies and friends at school. Her grades improved from failing to passing Nancy
experienced increased asthma symptoms and medical compliance problems but has improved
in both. She lives in a.very  bad neighborhood and her mother has been overwhelmed,
finding it easier to give Nancy shots than teach Nancy to draw and give her own.

VI. PREVIOUS TREATMENT FOR PROBLEM b OVrCOME(S)

FROM TO SERVICES PROVIDED RESULTS OF SERVICES

3/l/96 Present 13 sessions to be completed June 1996 Improving but setback
see sections III and
V, above.

VII. SIGNIPICANT FAMILY HISTORY

Poverty, single mother with history of being the victim of abuse. She is distrustful
and very isolated. The mother is overwhelmed and has no supports for herself. The
neighborhood is dangerous but the mother refuses to consider moving if she cannot have
a house or duplex/halfplex, and is probably too overwhelmed to contemplate the added
stress of moving, in a:; event.

. . '. .:..
VIIZ.  'FUNCTTONAL+  IMFAIRMENT-PROGRESS TO -DATE

[x] HOME Improved, with less defiance of medical regimen. Her allergies are
well controlled for the first time, but she is still not fully
compliant with her diabetes TX. She is afraid of her shots and
resists even drawing the insulin from the bottle-lethargic at
home.

[X] sCBOOL/woRx Grades improved from failing and she shows improved interaction
with other children.

[X) SOCIAL

[X] COMMUNITY

[x] OTHER

Isolated family in a bad neighborhood, with few friends at home.

Mother trusts few people and maintains isolation.

Nancy's diabetes is a real challenge in this family that would be
struggling without this medical problem. She has begun to draw her
own shots intermittently.

IX.  ~&s"$p&fi&  -&A?fE .&&.:&pi  ::;a& TYPE  OF ,SERmCE >~&ESTE~, IWXEA%URABLECR
OBSER~~B~E..:TEFMS  'THAT  ~IL~~A~~~oW'~~%@~JATION  6~ .qx3.:~~~+rj5  -6~  :THE TRE~~ENT~  :EC$
REDUCINC'.AN~IETY  ABOUT SC&L  ATTENDANCE CAN BE.STATED':+S'"~MISSING  SCBOOL WILLBE
FkEDUCED:"F'ROM  .ONE UNEXCUSED."ABSENCE;~EER  WEEK  TO ‘LESS THAI$:ONE .PER  MONTH" WHAT THE
CLIEWT WIU.;'V'&BALIZE  THAT  .INDICATES  PROGRESS. USE ADDITIONAL PAGES IF NEEDED.

LONG TERM GOAL(S):l. 1ndivid:Maintain  school performance gains. 2. Family:Mother will
be supported to use her authority as a patent, and encouraged to teach Nancy and insist
that Nancy draw and give her own insulin shots.

3.Both:  Decrease depression. 4. Increase Nancy's expression of her needs and wants
verbally. 5. Increase Nancy's self esteem and support Nancy's feelings of self efficacy
concerning self care, peers, and school.

TARGET DATE SHORT TERM GOALS/OBJECTIVES

Summer 96 Nancy will give her own shots two days per week, on the days when
mother is home from work. She will attend camp for children with
Diabetes, in August 1996.

June 96 Nancy will prepare u shots. Nancy will state one need/wish
verbally each day. Nancy will converse with one peer each day.

I'CERTIFY  THAT THn CLIENT'S PARENT(S) OR CLIENT, IF OVER 18 AGREES TO THE TREATMENT

PLAN: SIGNATURE OF THERAPIST
psdtsmp.FRM



DEPARTMENT OF HEALTH SERVICES
- 7141744 P STREET

P .  0 .  B o x  9 4 2 7 3 2
SACRAMENTO, CALIFORNIA 94234-7320
(916)  6 5 7 - l  6 0 4

Children’s Medical Services
California Children’s Services Program

TAR#:

REZ Medi-Cal&

DOB: - -.I

Dear Children’s Medical services  Representative:

The enclosed request was received by the Medi-Cal Operations Division, Early & Periodic kreening,
Diagnosis and Treament (EPSDT) Unit aud appears to be a Children’s Medical Service% (CMS), California
Chills Sexvia (CCS) eligible condition. The provider has been asked to forward the request to you. We
appreciate your review of the request and return of this form  indicating the action taken:

Case Mauagement will be provided.by  CCS.

Diagnosis is not a CCS eligible cm&ion  and we are mumiug  the Treatmen t Authorization
Resuest (TAR).

Services requested will not treat a CCS eligible condition and we are rehming  the TAR.

Services requested are not documen tedtobemedica]lyneces~andweanreturningtbeTAR.

Provider is not a CCS panel provider.

other:

~iguature  of CCS Repmentative

Date

Please mum  thii form  to:

Departmeut of Health Services
Medi-Cal Field Office

Thank you for your cooperation.
Enclosure

R4dvcCS.LV 08/14ls5



DEPARTMENT OF HEALTH SERVICES
7 141744 P STREET

/-- =‘. 0. 60x  942732
SACRAMENTO, CALIFORNIA 94234-7320
(916) 0;7-1604

RE:

Medi-Cal #.

Dear _ -..

The enclosed Treatment Authorization Request (TAR) #
was received by for
the beneficiary named above. The Medi-Cal  Program is requ$  to refer to the California Children’s
Service (CCS) program, any beneficiary under age 21 who has a medical or surgical condition which
would qualify for services through CCS  according to title 22 California Code of Regulations section
51013. Please submit your request for
setices to the address indicated below.

Children’s Medical Services (CMS)
California Children’s Services Program

In order to expedite review, do not send a TAR, instead, your request should contain copies of
the TAR and this letter, as well as any supporting documentation.

Thank you for your cooperation. If you have any additional  questions, please contact the CMS
county representative identified above at ( J

Smcerely ,

Enclosure

cc: Children’s Medical Services (CMS)
California Children’s Services (CCS) Program

RllwzCCS.Ltr  08/14/95


